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Dear Secretary Shalala: 


I am submitting on behalf of the State of New York an 

application under Section 1115 of the Social Security Act for 

approval of a Demonstration Project to implement a statewide 

managed care program. This project is an integral element of the 

State's overall strategy for reforming and restructuring its 

health care programs to comport with available state resources, 

to improve the system of delivery of health care, and to provide

for more responsive and focused care that likely to produce

better health outcomes for those need of health care services. 


The submission of this application follows the completion of 

a process of public meetings, comment and involvement that was 

previously approved by your Health Care Financing Administration 

as consistent with your Department's policies on public

participation section 1115 demonstration project development. 


In our Demonstration Project, we combine the existing

Medicaid population (other than the elderly and disabled that are 

served in institutional settings or in alternative arrangements,

and certain other excluded categories) together with the Home 

Relief population (those that are financially needy but do not 

meet federal categorical eligibility requirements), and provide

for their health care through a system of managed care networks 

that will be selected after a competitive bid process and will be 

paid on a capitated basis. 

private market structures will lead to greater reliance on 

primary and preventive care and less use of inappropriate and 

costly alternatives. At the same time, we are building a sound 

quality assurance system into our project, to assure that the 

promise of higher quality care and better health outcomes 


We believe that this reliance on 


realized. 



For those populations that have special needs and require 

more intensive services, our project will utilize special needs 

plans, which also will be focused on managing the care of their 

enrollees and will be paid for on a capitated basis. 


We have considerable experience with managed care in New 

York, and we believe the capacity available to handle the 

additional that we propose to make available to that 

method of care. Further, our proposal will meet federal budget

neutrality standards. It my hope that we will be able in New 

York to effect significant savings the overall level of 

Medicaid spending. The demonstration project will assist in that 

effort, both by making possible to deliver necessary services 

in a more cost efficient manner and by enhancing the quality of 

service provided and improving the health of the people that we 

serve. 


We in New York are committed to begin implementation of the 

program this year, and we therefore are asking that your

Department give priority attention to our proposal. Dr. Barbara 

DeBuono, Commissioner of Health, and Mary Glass, of 

Social Services, are jointly responsible for the overall 

direction of the Demonstration Project. I ask that you and your


the waiver	Department work with them approval and 

implementation process. They fully understand and are in accord 

with the importance of early action on our proposal and are 

prepared to respond immediately to any requests of your staff. 


We look forward to working with you and your Department

thethe speedy processing of our application and 


implementation of the demonstration program. 


Very truly yours, 


Honorable Donna E. Shalala 

Secretary

Department of Health and Human Services 

200 Independence Avenue 

Washington, D.C. 20201 
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PROGRAM ADMINISTRATION MANAGEMENT 

The State is planning a reorganization which will centralize the management and oversight 
of the demonstration project along with key related to the managed care 
program in the Division of Managed Care within the Department of Health (DOH). The 
purpose of this reorganization is to provide a single point of accountability, streamline the 
decision-making process, build the necessary to support a statewide 
demonstration project, and consolidate the resources that support the program. 
The following sections of this chapter describe the current present the 
proposed organizational structure, and outline the schedule and work plan for 
implementing the demonstration project. 

A. Present Organization 

Under the StatewideManaged Care Act of 1991, the Department of Social Services 
designated each of the local DSS agencies within the State to develop and submit 
Medicaid managed care plans in three phases beginning in the fallof 1991. Since that 
time, the Department has continued to operate the voluntary managed care program while 
the various counties have been developing and implementing their respective plans for 
complying with the StatewideManaged Care Act.The Human Resources Agency 
in New York City operates the only mandatory program within the State under a 
demonstration waiver for a portion of southwest Brooklyn. 
DSS currently has primary responsibility for overseeing and administering the managed 
care efforts to date. However, the Department of Health, the local DSS agencies, in 
New York City, and other entities participate in a variety of roles. The following sections 
describe the roles and responsibilities of each entity in the current organizational structure 
for the Medicaid program. 
1. Department of Social Services 

The New York Department of Social Services is the single state agency responsible for the 
Medicaid program. Currently, DSS also oversees the development and implementation of 
managed care under the Statewide Managed Care Act of 1991. Within the Department, 
the major responsibilitiesfor the Medicaid program are located in the Division of Health 
and Long Term Care as follows: 

Office of the Deputy Associate Commissioner -- This office is responsible for 
issues, Robert Wood Johnson Partnership for Long Term 

Care, program impact monitoring, and management reports and research. 
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Bureau of Primary Care -- This bureau is responsible for managed care for 
Medicaid recipients, comprehensiveMedicaid case management, maternal and 
child health programs, and special projects. 

Bureau of Ambulatory Policy and Utilization Review -This bureau has 
responsibilityfor ambulatory, acute care, and transportation policy; utilization 
thresholds; recipient restriction program; drug utilization review and 
pharmacy policy and operations, and and OASAS interface. 

Bureau of Eligibility and Resources -- This bureau is responsible for Medicaid 
eligibility and policy, third party policy, operations, and disability reviews for 
State programs. 

Bureau of Long Term Care -- This bureau is responsible for all long term care 
policies and programs, home card personal care, institutional long term care, and 
AIDS policy coordination. 

Bureau of MMIS Operations Management -- This bureau is responsible for MMIS 
operations; interface with the fiscal agent, Computer Sciences Corporation (CSC); 
communications with providers; out-of-state MMIS billing; and provider 
enrollment. 

Office of Disability Determinations -- This office is responsible for medical 
determination of eligibility for federal Social Security and the Supplemental 
Security Income Program. 

Additional related to Medicaid are performed throughout the Department as 
follows: 

of the Commissioner -- The Office of the Commissioneris responsible for 
intergovernmental relations and external affairs, communications with the media 
and public relations, strategic planning, overall program policy direction and 
management, and internal audit. 

-- This	Division of Legal division supports the Medicaid Program through 
legislative and regulation development, litigation, review of deferrals and 
disallowance, Fair Hearings, and rate reconsiderations. 

-- This divisionDivision of assistsServices and Community Development the 
Division of Health and Long Term Care in setting Medicaid rates for children in 
foster care. A separate project involves the testing of a managed care model in 
foster care. 

-This office developsThe Office of Housing and communityAdult Services -
based services for elderly and disabled adults. 
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The Division of Economic Security -This division is in Medicaid 
eligibility related issues for public assistance applicants and recipients and requires 
medical examinations prior to the determination of employability. 

Office of Field Operations - Included within this Office is responsibility for the 
coordination and support of local district eligibility including Medicaid, 
training, quality monitoring and improvement programs, implementation of policies 
and procedures, and communication with local districts and outside entities. 

Division of Management Support and QualityImprovement -This division 
provides a range of administrative to personnel 
management, training, management management, purchasing, 
and contract management. The division's Officeof Assurance and Audit is 
responsible for ratesetting, auditing, and prevention and detection for a 
variety of Medicaid providers. 

Division of Systems Support and Services -- This system supports the 
MMIS and Medicaid eligibility through Welfare Management Systems. Also 
designs, develops, installs and maintains the computer system for Department and 
local district users. 

The current organization of DSS is shown in Appendix 3. 

2. Department of Health (DOH) 

Currently the Department of Health also performs various activities related to Medicaid. 
DOH is responsible for establishing and maintaining standards for providers, reviewing 
and managed care plans, developing reimbursement rates, advising and assisting 
DSS in a uniform system of reports relating to quality of medical care, 
reviewing and auditing quality and availability of medical care and services under the State 
plan, and providing consultative servicesto Medicaid providers. In addition, DSS has 
entered into a cooperative agreement with DOH whereby DOH administers and supervises 
the medical care and health services availableto Medicaid eligibles. 

-- OHSMOffice of Health Systems isManagement responsible for 
Divisionassuring that quality medical care is availableto New Yorkers. 

of Health Care Standards and Surveillance adopts and implements health care 
standards and conducts surveillance programs to ensure that quality patient care, 
appropriately utilized, is delivered by the State's health care system. This includes 
Medicaid utilization review through a contractual relationship with Island Peer 

review of Certificate ofReview Organization Need applications; oversight 
of the quality of care delivered by long term care facilities; certification and 
regulation of PHSPs and HMOs,including review of clinical and other services; 
oversight of hospitals and fiee-standing clinics, including FQHCs; coordination of 
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the Department’s certification program; and oversight of the 
survey and certification of 

The Division’s Bureau of Alternative Delivery Systems is currently the primary 
program unit responsible for managed care oversight. The Division also reviews 
medical services provided to Medicaid recipients to ensure such services are cost-
effective and appropriate, through its prior approval, pended claims review and 
automated claims editing. Division of Health Care Financing develops 
and implements systems of health care reimbursement. The Division’s Bureau of 
CommunityHealth Insurance and Finance Systems works with DSS to plan and 
implement the State’s managed care project. The Bureau, in cooperation with 
DSS, develops the reimbursement rates and is in the analysis and 
negotiation of each Medicaid managed care contract. Division of Health 
Facility Planning administers the State’s CON program. 

Office of Quality Improvement -- This office is focal point for assessing 
and improving health care quality in the State. The office is working with 
providers and consumers to opportunities for improving quality in the 
health care system, generating information about care patterns, and making this 
information available to assure the best possible health care decisions. This 
includes quality measurement initiatives, the development, implementation, 
evaluation and uses of practice guidelines and technology assessment, and 
technical assistance. 

The Division of Planning, Policy and Resource Development -- This division 
analyzes major issues and problems in public health, health systems, and health 
care finance. It advises the Commissioner and her executive on health policy 
and resource development issues. The division also helps to goals and 
objectives for DOH and formulates policies and programs to achieve them. 

--The TheOffice of Public Health Office of Public Health protects and promotes 
the health of New Yorkers through population-based prevention efforts including 
education, research, and prevention of injuries and disease. Many of the programs 
administeredby OPH aim to enhance child growth and development through early 
prenatal care, newborn screening, immunization, and school health programs. The 
Division of Family Health, in the Center for Community Health, administers a 

of programs addressingbroad perinatal care, child and adolescent health, 
family planning, dental health, chronic disease prevention and early detection and 
the health of the elderly. These programs are targeted to families at greatest risk 
of adverse health outcomes. The AIDS Institute coordinatesthe State’s response

epidemic. The Institute initiates,to the develops, and finds 
prevention and health care programs, educates the public and health care 
providers, formulates policy, and directs regional and statewide
planning. 
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Appendix 3 also includes a chart depicting the current organizational structure of DOH. 

3. Other Agencies 

The following agencies also have responsibilities that relate to Medicaid: 
Office Health - primary mission is to develop and 
support a coordinated, comprehensive, and community-based public mental health 
system. New York's public mental health system includes State-operated, 
certified,and funded programs aswell as locally and operated programs. 
State facilitiesinclude twenty adult psychiatric centers, six children's psychiatric 
centers, three forensic centers, and two research institutes. In addition to State 

there are over 2,500 programs serving adults and childrenthroughout the 
State. These include care, community-based inpatient programs, outpatient 
programs, community residence programs, and residential centers for adults. 
OMHprimarily serves adults who are seriously mentally ill and who have 
experienced substantial problems in independent and children with 
serious emotional disturbance (SED). 

Local departments of social services (LDSS)and the Human Resources 
Administration -New York has a State supervised, locally administered 
form of organization for the provision of public assistance and care, which includes 
Medicaid, Food Stamps, child care and adoptions, adult 
protective services, and TASA services. The LDSS is a department of county 
administration. In New York City, the HRA is responsible for public assistance 
and care in New York City. Residents withinthe borders of the apply 
for, are referred to, and receive public assistance and care through these entities. 

--Office of Alcoholism and Substance OASASAbuse Services (OASAS) is 
licensing,responsible for andplanning, monitoring a system of over 1,000 

alcohol and substance abuse providers located in hospitals, health clinics, mental 
health programs, and fiee-standingcommunity settings, which serve approximately 

the115,000 individuals on any given day. OASAS is responsible for 
andpersonal, social consequencesrelated to the consumption of alcohol 

and other drugs; designing, implementing, and advocating for policies and 
and treatment; and,programs in prevention, inearly conjunction with 

local governments, providers, and communities, ensuring that a full range of 
appropriate and needed alcoholism and substance abuse services for addicted 
persons, family members, and others at risk are available and accessible in the 
community, providing a continuum of quality programming in a cost-efficient and 
effective manner. 
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Office of Mental Retardation and Developmental Disabilities (OMRDD) --
OMRDD is the State agency charged under the State’s mental hygiene law to 
oversee, plan, and provide services and supports to persons of all ages with mental 
retardation or other developmental disabilities and to their families. OMRDD 
ensures the development of plans, programs, and services in the 
areas of research, prevention, care, treatment, rehabilitation, education, and 
training for persons withdevelopmental disabilities. OMRDD sets standards for 
quality assurance, develops reimbursement rates, and conducts quality assurance 
reviews of providers of developmental disabilities services. The OMRDD service 
system includes both State services and Medicaid services. The 
broad array of Medicaid supports and services includes day 
treatment, comprehensive Medicaid case management, services provided 
through the Home and Community Based Waiver and Care at Home 
Waivers. 

4. 

As part of the existingNew York Medicaid Managed Care Program, the following groups 
were established; the Managed Care Advisory Committee will continue under the 
demonstration project: 

The Managed Care Advisory Committee -This committee includes broad 
representation of parties interested in managed care, including fee-for-service 
providers, the advocacy community, special care providers, and managed care 
providers. It provides a forum for these stakeholdersin managed care to raise 
issues and concerns, discuss possible solutions, and provide advice and 
recommendations to DSS and DOH on a wide range of Medicaid managed 
care issues. 

The Medicaid Managed Care Provider, District, and State Agency 
Workgroup -This is a workgroup that meets to discuss contract, operational, 
and technical issues of to managed care plans and State and local 
government Several subcommittees of thisworkgroup have been 
reviewing eligibility, enrollment and payment systems, marketing protocols, 
reporting, and reimbursement rates. 

B. Proposed Organization 

The State is currently undergoing a major reorganization. As part of this effort the State 
proposes to reorganize the agencies involved in the demonstration project to specifically 
support the project. Instead of having some people in various divisions and units of DSS 
and DOH conduct managed care functions, all managed care finctions will be performed 
or overseen by a Division of Managed Care which will be created in DOH. 
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1. Proposed 
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The organization for the demonstration project is shown in Exhibit 3.1. The 
demonstration project will be administered primarily by DOH. The managed care unit that 
is currently located in DSS willbe transferred to DOH and a Division of Managed Care 
will be established DOH. The Division of Managed Care will be responsible for 
conducting or overseeing most of the functionsassociated with the demonstration project. 
The Division will consist of threebureaus: Financing and Contracting; Policy and 
Research; and Quality Assurance and Utilization Review. The Division will have 
intergovernmental agreementswith DSS, local DSS offices and Office of 
Medicaid Managed Care, OMRDD, OASAS, and OMH to assist with various fbnctions. 
DOH willbe responsible for oversight and quality assurance monitoring of all AIDS SNPs 
and for education and outreach for the population. DSS willbe responsible 
for fee-for claims the MMIS, eligibility, and fair hearings regarding 
eligibilityfor Medicaid. The local DSS offices will determine eligibility; conduct 
enrollment execute contracts with the plans selected fiom those approved by 
the State; and choose fiom various implementation options. DOH will be responsible for 
licensing SNPs,with assistance fiom the Office of Mental Health. OMH will also develop 
a comprehensivequality assurance system for mental health SNPs. OMRDD will be 
involved in establishing criteria for plans to enroll DD clients. OASAS will 
assist in developing standards and providing oversight of health plan’s substance abuse 
treatment services. 
In addition, the following two standing subcommittees of the Managed Care Advisory 
Committeewill be created to support DOH in its responsibilities under the demonstration 
project: 

The Waiver Implementation Subcommittee -This committee will be appointed 
by the Commissionersof DOH and DSS and will consist of representatives 

groups, andfiom managed care plans; practitioners, 
twoproject participants. This group will include a representative 

subcommitteesof this group, one for the AIDS SNPs and one for the mental 
health SNPs. This committeewillprovide advice and input regarding 
implementation and operation of the demonstration project.. 

0 	 The Local Advisory Subcommittee -This committeewill be appointedjointly 
commissioners fiomby threeDOH and DSS and willconsist of local 

rural counties, three urban counties, and New York City. This committee will 
work with DOH and DSS on policy issues regarding implementation, 
operation, evaluation, and modification of the project. 

0 	 Other subcommitteeswill be established asnecessary to allow for input and 
participation by the various stakeholders in the implementation and 
operationalization of the waiver program design. 
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B. Functional Responsibilities 

Although DOH will have primary responsibility for the project, some of the will 
be shared with other entities. The following is a discussion of what agencies will be 
responsible for the key that need to be conducted under the proposed project: 

Ratesetting -The Bureau of Financing and Contracting within the Division of 
Managed Care in DOH will be responsible for the development of the 
methodology for payment rate ranges for managed care managed care plans, 
including the partially-capitated plans. Payment rates for physician case 
management and SNPs willbe developed in consultation with DSS and the 
responsible special needs agency. 

Reinsurance -The Bureau of Financing and Contracting within the Division of 
Managed Care will develop and administer reinsurance for all capitated plans, 
including managed care plans, partially capitated plans, and SNPs. 

-The Bureau of Quality Assurance and Utilization 
Review willprovide for the certification and licensure of capitated plans. The 
AIDS Institute and OMHwill help develop the licensing requirements for the 
AIDS SNPs and the mental health SNPs,

Contracting -- The Bureau of Financing and Contracting will select 
plans by competitive bid in response to an RFP. The local DSS Commissioners 
will make the selection of the plans to be placed under contract in their area. 
The local DSS Commissioners will sign contracts that have been approved by the 
Division with the plans. 

Eligibility -- DSS will be responsible for the standards, 
policies and procedures for determining eligibility and for assuring adherence to 
these by the local DSS offices. DSS will also be responsible for the design, 
development, and operation of the information systems necessary to support 
eligibility determination and verification. 

Enrollment -The local DSS offices will be responsible for enrolling eligibles. 
However, DSS will be responsible for the policies and 
procedures for enrollment and for assuring adherence to these by the local DSS 
offices. The Bureau of and Contracting will develop the 
assignment algorithm. 

-The local DSS offices will be responsible for recipient 
education and outreach. However, OMH and the AIDS Institute will undertake an 
extensive outreach and education effort for the population and 
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population, respectively. and OASAS will 
participate in the development and implementation of outreach programs to the 
developmentally disabled and substance abuse 

Capitation Payments -Capitation payments willbe made through the 
which is operated and maintained by a vendor under contract to DSS. 

Grievance and Appeals -- DSS will maintain the current system of fair hearings in 
accordancewith federal requirementsto hear appeals regarding eligibility for 
MedicalAssistance or entitlement to benefits. The Bureau of and 
Contracting in the Division of Managed Care will ensure that managed care plans 
have established appropriategrievance procedures and provide a mechanism 
for appeals fiom those decisions. 

Operational Reviews -The Bureau of and Contracting will oversee a 
team of personnel fiom various bureaus to conduct the initial health plan readiness 
reviews, any interim health plan reviews, and audits of health plans for compliance; 

on-site reviews; review reports fiom health plans; and conduct follow-up 
of their activities. 

Data Validation -- The Bureau of Policy and Research will pull samples fiom 
encounter and other health plan reports and validate the data on-site using medical 
records and other sources of information to measure the quality, completeness, and 

of the data. 

Quality Review -- The Bureau for Quality Assurance and 
Utilization Review will be responsible for assuringthe quality, necessity, and 
appropriatenessof care provided by health plans. The bureau will review health 
plans’ internal quality assurance programs, monitor health plans’ provision of care; 
develop performance measures; develop practice evaluate data fiom the 
health plans and satisfaction surveys; and review 

Data Analysis -The Bureau of Policy and Research will conduct data analysis to 
support the State’s planning and policy development. 

Health Plan -- The Division of Managed Care, with advice and 
assistance, will determine what encounter data will be collected managed care 
plans. DSS will be responsible for collecting the data through the MMIS and 
reporting such data to the Division. DOH and local DSS offices will ultimately 
have access to this information and ad hoc reporting capability. 

Federal Reporting -- In general, DSS, with fiom DOH, will be 
responsible for developing and submitting any federal reports. However, the 
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Bureau of Policy and Research DOH willbe responsible for compliance 
with the terms and conditions for approval of the waiver application. 

Policy and Research -The Bureau of Policy and Research in the Division of 
Care will major issues and problems in the demonstration project 

and formulate State policies regarding the project. 

Fraud and Abuse -DSSwill establish and implement policies and procedures to 
detect, investigate, deter, and prosecute and abuse by managed care plans 
and providers . DSS willbe responsible for determining any administrative penalty 
due fiom a provider because of or abuse. DOH willbe responsible for 
conducting administrative proceedings with respect to managed care provider’s 
license to determinewhether the individualwillbe subject to discipline as a result 
of fraud or abuse. 

Third PartyLiability -The managed care plans willbe expected to pursue 
third party liability except for casualty, which willbe handled by DSS. 

Budgeting and Forecasting-The Bureau of Policy and Research will develop the 
trendsprogram budgets, study (fortrends, project patterns of utilization, 

changes ingrowth, cost of services, service delivery, etc.), and monitor 

In addition, some activities such as actuarial analysis, legal advice, technical assistance, 
and evaluation of the project willbe conducted by contractors. 

C. Timelines and 

The following is a Gantt chart that provides an overview of the for the 
demonstration project. A detailed is attached as Appendix 4. 
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EVALUATION 

Thischapter presents an evaluation plan for NewYork’s proposed research and 
demonstration project. The State understands that HCFA will select an independent 
contractor to evaluate the demonstrationproject. Consequently, thischapter presents a 

for structuring an evaluation to assess the effectivenessof the demonstration’s 
design and operations and to measure the outcomes in terms of policy-relevant objectives. 

The Evaluation Chapter is the sections:

A. Evaluation Objectives 

B. Relevant Policy Interests and Questions for Evaluation 

C. Data Sources 

D. Plan for Data Collection and Analysis 


A. Evaluation Objectives 

The New York demonstration willbe implemented through mandatory enrollment of 
covered populations into prepaid health plans. The State recognizes that this delivery and 
financing model has been adopted by Medicaid programs throughout the country and so 
does not, in itself, represent a basis for innovative research. 

However, the size and complexity of New York‘s proposed program distinguishes it fiom 
others already in existence and presents research opportunities not available to HCFA 
through any other state initiatives. The State believes that the body of research now 
available on Medicaid managed care is to state and federal policy makers in 
designing new programs but is in scope and breadth to fully assess the effects 
of alternativemanaged care models on the most vulnerable subpopulations of low-income 
enrollees. New York City in particular, with its cultural diversity and concentration of 

mentally ill, and homeless populations, presents an exceptional opportunity for 
a singletesting alternativemanaged care program.systems 

The project will expand eligibility for Medicaid services and enroll most eligibles in 
capitated managed care plans offering comprehensive benefits and emphasizing primary 
care and preventive care. Certainindividuals with special health needs because they are 

have mentallyAIDS, illor whoMV+ (SPMIare severely and adults 
In addition,and SED children) can be enrolled in innovative Special Needs Plans 

the homeless,there are andspecial provisions fosterfor the children. 
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In addition to a process analysis and documentary case study of the implementation and 
operation of the program, New York's demonstration offers unique research opportunities 
within three specific evaluation objectives: 

1. 	 To provide an enriched data base for Medicaid managed care evaluation and 
policy development, particularly for issues, aspects and subpopulations for 
which numbers and data are available within other states' 

2. 	 To test innovative models of capitated managed care financing and service 
delivery for selected high-codhigh-risk subpopulations, through specially 
designed Special Needs Plans; and 

3. 	 To assess the of new approaches for program management and 
administrativemodels in a statewide managed care environment, including 

relationships and responsibilities, and use of independent benefits 
counselors in the enrollment process. 

B. Relevant Policy Interests and Questions for Evaluation 

New York is keenly interested in the outcomes of the evaluation and hopes to use what is 
learned in the process as a basis for policy decisions regarding program 
expansion and health system reform over the long term. 

I. 	 New York's Contribution to Care Evaluation and 
Policy Development. 

The magnitude of New York's Medicaid managed care demonstration offers 
unprecedented evaluation opportunities by providing detailed data on large numbers of 
enrollees within a statewide program design. Specific aspectsof Medicaid managed care 
and enrollee subgroups of particular policy interest, aswell aswithin-plan member service 
and delivery interventions, can be isolated and thoroughly evaluated within the New York 
demonstration. 

Although some conclusions can be drawn about specific aspects of Medicaid managed 
subgroups of enrolleescare through aggregation of multi-state data and 

in programexperiences, the necessity of adjusting policiesfor inter-state and 
designs and political and budgetary influences invariably leave open questions 

about casual factors and cross-state of models, impacts, and outcomes. 

As described below, the New York demonstrationwill provide large amounts of data to 
support a within-state analysis of key Medicaid managed care issues in the key areas of 
policy interest to the federal and state governments. 
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Access to Care for Health Status Improvements 

a result of improved access to coordinated care and the emphasis on preventive and 
primary services, demonstration participants are expected to exhibit better overall health 
status, particularly for pregnant women, children, persons with special health needs, and 
those who routinely experience socio-cultural in accessing services within a 

fee-for-service system. 

Policy-relevant research questions appropriate for candidate hypotheses and 
structuring an intensive evaluation design, and which canbe more assessed with 
large numbers of enrolleeswithin a single state managed care program, include: 

Is there an increased use of preventive and among 
subpopulations of enrollees, with a related decrease in, inappropriate 
emergency room use, late prenatal care, and need for specialty services for 
prevention-sensitive conditions (such aspneumonia)? 

Do age-appropriate childhood immunization rates and adherence to periodicity 
schedules for EPSDT screenings improve? Are there statistically significant 
differences in these measures for subgroups of children, based on, age, 

health status, etc.? If so,what special outreach and/or access 
interventionsmight be effectively tailored to their special needs? 

Is there evidence of reductions in the incidence of preventable acute episodes 
and exacerbation of chronic health conditions among subgroups of the adult 
population who previously used an intensive level of services? 

How do key health status indicators change over time for different 
subpopulations participating in the demonstration? 

Are there statistically significant variations in key indicators of access to and 
use of primary and preventive services among different socio-cultural 
subgroups of enrollees? If so,can those differences be attributed to other 
factors (such as the type of plan model in which those subgroups are enrolled), 
or do they clearly indicate the need for more culturally-sensitiveoutreach, 
member services, service delivery interventions? 

Among subgroups of eligibles who previously evidenced accessing 
the fee-for-service system (such as the homeless, persons with language or 
other cultural barriers, or persons with a history of inappropriate emergency 
room use), does a comprehensive managed care program and creation of a 
“medical home” for all eligibles improve their ability to access and prudently 
use services? 
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Among the homeless and the Home Relief populations, what are the 
characteristicsof those who do, and do not, effectively select, enroll and 
use a managed care plan? What types of plans do they choose, and what 
special outreach, member services, and service delivery interventions are most 
effective in improving access and health status for these populations? Is there 
evidence of pent-up demand or need for primary and preventive services, and 
what, specifically, is the nature of their priority health service needs? 

Is there a significantincrease in physicians’ participation in Medicaid compared 
to the pre-demonstration period, among primary care and specialty physicians 
within small geographic areas and among those of different cultural or 
linguistic competencies? 

What are the differences in enrollee primary care physician ratios among 
the different health plans, and are those differences correlated with variations in 
key indicators of access to and appropriate use of primary and preventive 
services? 

Are there significant variations in access and outcomes measures among health 
plans with a larger percentage of who are some way more, or less, 
“indigenous” to the plan’s enrollee population in, cultural 
linguistic abiities, or as providers who reside within the community being 
served? 

In what ways have individual health plans developed and implemented 
outreach, member services, service delivery interventionstailored to the 
characteristics of their enrollee populations? Among those interventions, 
which models appear to be most effective in increasing access to primary and 
preventive services, or otherwise improving member satisfaction and health 
outcomes? What types of health plans are more proactive and creative at 
developing such interventions? 

Similarly, to what extent and in what ways have the different health plans 
arrangements withestablished communityeffective -based social 

service agencies and resources andor local advocacy organizations, tailored to 
the special needs of subgroups of their enrollee populations? Which types of 
such liaisons appear particularly effective? 

high-To volumewhat extent is inclusion of traditional providers 
Medicaid physicians, community clinics and FQHCs, etc.) in the health plans’ 
network indicative of and a positive factor in, the plan’s ability to serve its 
enrollee populations in socio-culturally sensitive ways? 

Are there statistically significant variations in member satisfaction and key 
indicators of access and health outcomes among enrollees in more 



-- 

“mainstream” type health plans plans designed and operated primarily to 
serve a commercial population), compared to more “tailored” health plans, 
(such as those sponsored by, or with a large network composition of, 
traditional Medicaid providers, or which are designed primarily to serve a 
income population)? 

Cost-Effectiveness of Manaaed Care 

New York shares the interest of the federal government and all other states in determining 
the extent to which, and in what ways, Medicaid managed care can result in more cost-
effective provision of services to low-income populations. As with all 
demonstrations, the overall costs and savings generated by the-demonstration will be 
assessed through ongoing monitoring and the demonstration’s performance against the 
budget neutrality projections. In addition, there are a number of more specific cost-
effectiveness questions that are not likely to through routine financial monitoring, 
and which cannot be reliably assessed in statewide managed care initiatives, 
but which merit particular attention in the evaluation. For example: 

How do the projections of cost and savings in the budget neutrality framework 
out for discrete geographic areas, among different types of health plans, for subgroups 
of enrollees, etc.? Where are significant savings and costs most evident, and how are 
costs or savings in one of the program compensated for in others? 

Do costs per enrollee vary significantly among different settings (such as communities 
within the New York City urban area) and among different types of health plans with 
similar enrollee case-mix? 

Are such variations in per capita costs evident within subgroups of enrollees, such as 
the mental health, substance abuse, etc. groups? 

Are there significant variations in per capita costs for selected types of services or 
episodes of care for selected diagnoses, and do those variations change in a managed 
care environment compared to, geographic variations in practice costs under a 
fee-for-service system? 

How do health service expenditure patterns change for selected diagnoses? Is there, 
a more observable to primary and preventive care specialty and 

inpatient services) for some diagnostic categories than for others? 

Public Policy. and Program Development 

Medicaid managed care is widely perceived to offer a valuable framework for program 
planning and development, as an for larger health system reforms. And 
Medicaid managed care also serves as a vehicle for states’ abilities to manage 
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the growth and predictabiliiy of Medicaid costs within their overall state budgetary 
processes. 

The scope and cost of New York‘s Medicaid program, and the needs of its diverse 
income population, present remarkable challenges for policy development, program 
planning and budget management. As such, New York represents the most revealing 
“laboratory” for exploring the potential of Medicaid managed care to improve states’ 
capabilities in program planning and development and in budget management. 

What impact does statewide mandatory managed care have on New York’s 
abiity to effectively plan and pursue program development and reform, in both 
the short and long term? 

Towhat extent does the managed care initiative improve New York‘s ability to 
project, and prepare for, budgetary needs of maintaining health 

services for its low-income residents? 

How has the State used the data generated a statewide managed care 
system for more relevant and effective program analysis and planning? 

How has the State redirected its priorities, resources and responsibilities in 
overall and ongoing planning, policy-making and budget management, in 
response to the different needs and challenges of a managed care system? 

2. 	 Managed Carefor Special Needs -New Models and Research 
Opportunities 

The New York demonstration incorporates innovative approaches and managed care 
models designed to improve access and service delivery specifically for vulnerable 
populations of eligibles who have special needs because they are or have AIDS,or 
are chronically mentally ill (the SPMI and SEDpopulations), and for subgroups of those 
populations who need intensive substance abuse services. 

particular in	Many states have designing managed care models and 
financing arrangementsto meet the needs of these populations. And many States have 
also encountered resistance to enrollment of these special populations in managed care, 
especially when the state’s managed care initiative is largely reliant on contracting with 
“mainstream”managed care plans. A variety of approaches has emerged, but most 

between a “mainstream”involve health plan and traditional 
contractual arrangements withproviders, within the same general otherconstruct 

network providers, albeit with more complex and sensitive challenges. 

New York is prepared to explore the potential for more creative and innovative 
approaches, involving opportunities for providers who traditionally serve these 
populations to establish more autonomous, needs-sensitivemanaged care arrangements, 



for “mainstream” health plans to establish types of and 
arrangements with such Special NeedsPlans, and for persons with special needs to 
exercise choices among alternative managed care arrangements. 

Some of the relevant research questions include: 

Does the availabiity of SNPs improve access to for SNP-eligible 
enrollees, and/or their receptivity to and satisfaction with service delivery 
withina managed care environment? 

e 	 Does the type of intensive needs-tailored benefit package and service delivery 
approach of a SNP improve the overall health status of SNP enrollees, such as 
delayed onset of AIDS among enrollees, fewer acute episodes 
among the chronically mentally ill? 

e 	 Does enrollment in a SNP reduce the incidence of emergency 
room use (for both emergency and non-emergency conditions) among SNP 
enrollees, compared to their emergency room use rates in a fee-for-service 
system, and compared to clinically comparable enrollees in “mainstream” 
health plans? 

Does the use of SNPs reduce the rate of institutionalization among mentally ill 
SNP enrollees? Do SNPs provide or foster alternativesto 

institutionalizationfor their enrollees? What models are particularly effective, 
and are they replicable in a “mainstream” managed care plan or in a fee-for-
service setting? 

e 	 Do SNP enrollees experience lower rates of reinstitutionalization than clinically 
comparably enrollees of “mainstream” health plans or those in a fee-for-service 
setting? 

Overall, what differences in the settings of service delivery are evident in SNP 
models? Is there more emphasis on community-and home-based, ambulatory 
and outpatient care? 

How do rates of referrals to specialists change for SNP enrollees, compared to 
their pre-demonstration experience and to comparable enrollees in 
“mainstream” plans? 

e 	 What are the status and demographic characteristics of 
eligible clients who do, and do not, choose to receive services in a SNP? 

e 	 Among SNP-eligible clients with multiple needs (such those who are 
mentally ill and substance abusers), what choices do they make 
among alternative managed care models? How well do SNPs meet the 
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multiple needs of such enrollees, compared to “mainstream” managed care 
plans? 

How are the needs of enrollees in methadone maintenance programs met 
through “mainstream” managed care plans compared to SNPs? There are 
about 40,000 methadone maintenance patients in New York City, two-thirds of 
whom are SPMIor (or both). Many of these clients today rely on their 
methadone maintenance clinics asa sourceof primary care services. How is 
service access and use, and health outcomes, as these individuals 
become enrolled “mainstream” plans, or in To what extent and in 
what ways do the methadone maintenance clinics participate as providers in 
either type of managed care arrangement, with different impacts on the 
clients and on the clinics’ abiity to serve participants? 

What other differencesin provider network composition, and satisfaction 
among network providers, exist among alternative health plan models, at the 
outset and over time? In particular, do “mainstream” plans and SNPs rely on 
the same cadre of specialists? 

Are SNPs more proactive and creative in establishing“partnerships”with 
community-based social service providers and indigenous resources for service 
delivery and member services? 

How do SNPs and “mainstream” managed care plans establish mechanisms for 
coordination of care, and transition of enrollees who are referred to and enroll 
in SNPs? What types of ongoing relationships are established among the 
plans’ primary care providers and speciality services? How are medical 
records maintained and clinical information exchanged? 

How are criteria of need for SNP services defined, applied and coordinated 
among the health plans? 

How does the referral and transfer process work among the “mainstream” 
monthsplans doand the SNPs? How “mainstream” plans retain 

for SNPenrollees who are subsequently determined servicesto 
until the health plan initiates a referral arrangement with the SNP? Over time, 
do the health plans become more adept at clients for whom referral 
to a SNP would be advisable? 

What is the minimum number of enrollees for each type of SNP to be 
viable and to manage the risk inherent in serving these populations? 

What type of risk management strategies do they develop? To what extent can 
and do SNPs extend their service areas beyond densely populated urban 
centers, and what mechanisms do they develop to serve a more sparsely 
populated area? 
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How well do SNPs perform, financially, over time, and how do they evolve? 
Do SNPsbecome a vehicle for traditional providers to develop as 

managed care plans, or do they become increasingly 

How do alternative models of SNPs compare on the above evaluation 
measures? 

Does the SNP model (or variations of it) prove to be more and 
effective depending on the needs of the population being served, are 
mental health-oriented SNPs more or less viable thanthose developed for 

enrollees? What leamed” are relevant to any SNP,as 
opposed to experiences and models specificto particular populations? 

What does the New York demonstration experience with SNPs reveal about 
the prospects for development of SNPs for additional subgroups of enrollees, 
such as those with mental 

How does the existence of SNPs the extent to which “mainstream” 
managed care plans develop special service delivery approaches for their own 

needs” enrollees? Do “mainstream” plans become even more 
“mainstream,” or do they evidence an increased emphasis on tailoring their 
services to other special needs enrollee subgroups for whom there are not 

(like pregnant teenagers), or do they attempt to compete with SNPs by 
duplicating the SNP needs-sensitive models? 

3. Evaluation of ProgramManagement and Models

Every state’s Medicaid managed care initiative will necessarily be grounded in, and 
by, organizational and administrative characteristics unique to that state’s 

program. The New York demonstration, however, offers an opportunity to surface 
“lessons learned” about two aspects of managing Medicaid managed care that are of 
broader federal and state 

The challenge of achieving a balance between statewide and local 
needs for flexibility and autonomy, in care model design and program 
administration; and 

The various issues relevant to the decisions of whether to use an independent 
entity for enrollment and plan selection, and how best to structure such 
arrangements. 

4-9 



Innovations and Issues in State and Local Program Design and Governance 

Like several other states, New York State's Medicaid program has evolved within a 
ofshared responsibilitybetween state and county-level governments. 

Implementation of statewide managed care creates a new arena, with new challenges and 
opportunities, to revisit and redefine a relationship in program design and 
administration. Many states are similar issues, and, in the challenge of 
creating a mutually satisfactorybalance between centralized control and local 
remains evident in federal-state relationships aswell. 

In the New York demonstration, local districts will have flexibilityto design and/or 
operate the new Medicaid managed care program in a variety of ways, each of which 
raises interesting questions about the choices made by local governments, the for 
these choices, how such will work in practice, and the impact it will have on the 
overall effectiveness of the statewide program and the individual enrollees it serves. 

Examples of opportunities that willbe available to local social services districts to tailor a 
managed care program that best fits the needs of the local population include: 

Local districts will execute contracts with health selected by those 
a list of How do local districts 

exercise this flexibility, and what different do individual districts 
consider in selecting health plans to serve their communities? When all the 
contracts have been awarded, are there observable differencesin the array of 
plan models among the local districts, and are those differences of 
socio-economic, demographic, or other differences among districts? 

Local districts working singly or in conjunction with neighboring districts can 
select their of mental health Special Needs How much 
variation in mental health SNP models results thisflexibility? Towhat 
extent do local districts themselves take the initiative to shape or choose 
among alternative models? Do local districts collaborate to 
implement multi-district regional SNPs, and are those models more viable than 
smaller-scope, locally confined models? 

e 	 Local districts will determine whether to retain clinics in the 
Medicaid system with a block the State or whether 
to encourage the clinics to immediately align themselveswith capitated 
managed care plans. Variation among school-based clinics exists within any 
state's program, in terms of the of they provide and the extent 
to which they are usedby the local population of low-income children as a 
primary source of care. Does allowing local governments to determine how 
clinics will, or will not, be integrated into Medicaid managed care result in 
better, more local needs-sensitive arrangements? 
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Rural where managed will be through capitated 
plans may arrange provision non-emergency 

through How do those 
compare to non-emergency transportation services provided through fully 
capitated plans, in assuring access to servicesfor isolated 
recipients? What types of selection criteria, processes, and providers are 
established under such arrangements? Over time, do partially capitated plans 
pursue relationshipswith designated transportation providers leading to the 
incorporationof those providers within the plans’ networks and capitated 
benefit packages? 

Rural that have partially that not provide 
pharmacy may mail order arrangements provision of 

prescription How do utilization patterns, and 
satisfaction with access to prescription drugs compare among recipients who 
receive their pharmacy serviceswithin a capitated managed care plan 
versus those who use a mail-order service? How is care coordinated between 
the mail-order pharmacy providers and the partially capitated plans? Over 
time, as acceptance and use of mail-order pharmacy services becomes well 
established in the community,do the partially capitated plans pursue expansion 
of their benefit packages to include prescription drugs? 

Local will be responsible eligibilitydetermination and the process 
enrollment of eligibles into managed care plans, including the decision of 

whether to use an entityfor enrollment selection. 
Within the basic research interest in comparing alternative approaches 
developed by the local districts, the opportunity will exist to thoroughly 
evaluate a number of issues and questions relevant to the use of “Benefits 
Counseling’’ contracting, aspresented in detail below. 

Making- Informed Choices -EvaluatingBenefits Counseling Models 

State Medicaid managed care programs can either incorporate special mechanisms to help 
eligibles make informedchoices among managed care plans, or they can implement a more 
“mainstream” model, leaving it to the health plans and the clients to interrelate with each 
other, with or without rigorous state-imposed constraints on health plan marketing 
practices. 
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In New York, while directmarketing by health plans will be prohibited, each local district 
may decide whether to contract with an independent, unbiased entity to assist eligibles 
with plan selection and enrollment. Various issues of interest to many states emerge in 
deciding to use such Counseling’’contractors, and in structuring the 
scope and nature of the contractor’s responsibilities. For example, the evaluator would 
have the to assessissues and questions such as: 

Are there fewer auto-assigned cases in districts where there is a Benefits 
Counseling contractor? 

Does a Benefits Counselor’s assistance in choosing a health plan improve the 
enrollees’ satisfaction with that plan -do they stay-with their selected plan 
longer, and like it better, thanenrollees whose was made without such 
assistance? 

Should Benefits Counselors also do outreach, provide general orientation to 
help new enrollees to adapt to a managed care environment, select and 
establish a good relationship with a primary care physician, etc. -- what 
scope ofresponsibilities is most cost-effective for such contractors? 

How do Benefits Counselors with State and local entities and with 
managed care plans, for exchange of routine data and in handling cases that 
need special attention? 

Benefits Counselors inevitably become, or perceived themselves to be, 
client advocates? Should they also serve in Shouldan ombudsman 
Benefits Counselors assist enrollees, or represent them, in pursuing complaints 
within the health plans’ grievance systems? 

issues	How should Benefits thatCounselors deal with client legal willor 
come to their attention, such as signs of domestic violence, drug abuse, 
homelessness, urgent medical needs, etc.? 

What should the contracting entity look for in selecting a Benefits Counseling 
and resources arecontractor? What models, essential to effective 

How should costs of such contracts be evaluated? 

What data needs to be collected by, and shared among, the State, the local 
district, the Benefits Counselor, and the health plans, and what systems 

are needed to accommodate such arrangements? 
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C. Data Sources 

The data to be used in the evaluation of the demonstration project will be derived 
several sources, including existing data sources, encounter data collected fiom the health 
plans, and data sources developed for the demonstration The evaluator may 

other data needs as the study design is and the State will make every 
effort to facilitate access to necessary data. It is of course critical that data collection 
begin very early in the implementation process to ensure an adequate baseline for 
comparison of the pre- and post-implementation experience. The potential data sources 
include: 

1. Case Study Interviews 
2. Per Capita Data 
3. Member Surveys 
4. 
5. 
6 
7. 

Member Grievances and Appeals 
Records Analysis Samples 

Health Plan and Provider Surveys 
Data fiom Project Monitoring, including Expenditure Reports and 
Encounter Data 

Case Interviews 

To supplement of the core aspects of implementation and operations, 
case study interviews would be in evaluation of the planning and implementation of 
the demonstration. These interviewswould provide on the program processes 
and help in validating and understanding the quantitativeresults. Key persons that should 
be interviewed include: 

DSS, DOH,legislative and other State agencies and 
community service organizations that have contact withproject members 

Representatives and administrators of participating and nonparticipating health 

The Medical Advisory Commission 

Provider associations and other provider groups 

Advocacy and groups 

The issues that could be addressed in these case study interviews include: 

Program awareness and expectations 

Perceived Quality of care (satisfaction overall, access, and responsiveness) 
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Effectiveness of outreach and enrollment strategies 

2. Per CapitaData 

Because the proposed demonstration project is designed to improve access, quality, cost-
effectiveness, and appropriate utilization of services, ongoing per capita encounter and 
expenditure data is necessary. The evaluator could use thisdata to determine whether the 
project is indeed slowing the increase in costs, appropriate utilization of 
services, and improving access to quality care. The three primary sources of per capita 
information will be: 

Medicaid claims data fiom the State MMIS 

A Demonstration Data Set of person-specific encounter data fiom the health 
plans 

and Enrollment Data fiom the State's system and MMIS 

State Medicaid SvsteManagement m 

The MMIS,which processes the current fee-for-serviceMedicaid program, is able to 
produce 
utilization and expenditure data can be obtained and for each eligible group 

historical, per capita utilization and cost data. In addition, fee-for-service 

AFDC children). Initially,this information willbe used to set confidential capitation 
ranges. Ultimately, the historical fee-for-service data could be used for comparison with 
encounter data from the health plans to determine utilization, service 
delivery changes, and to support analysis. 

Comparison to health care delivery prior to the project 

for policy and operational decisions on the part of the State as as 
among providers and plans 

Changes in operations needed to accommodate the demonstration project 

Factors plan formation geographic variations in program 
structure, rates, etc.) 

Factors of the program the health system 
abiity of plans to attract specialists in areas) 

I 
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Demonstration Data Set 

Health plans will not be required to submit individual pseudo claims to the State. Instead, 
New York will require the health plans to provide encounter information that identifies 
what services a consumer received, by what provider, and by date of service with 
diagnosis and procedure codes. A minimumdata set will be defined to ensure appropriate 
data is captured to make comparisonsthroughout the demonstration. Health plans will be 
required to submit that data via electronicmedia on a quarterly basis consistent with the 
format by New York. The demonstration data set includes encounters for each 
of the following types of service: 

Professional Service 

Dental 

Transportation 

Vision 

Inpatient 

Outpatient 

Drug 

1: 

The State will develop similarencounter reporting requirements for the SNPs. 

Eligibility and Enrollment Data 

Eligibility and enrollment information is maintainedin New York's eligibility system and in 
the MMIS. This information will be available to calculate member months by 
category, age, sex, location, plan enrollment status, and rate code for various periods. 

3. Member Surveys 

Member satisfaction surveyswill be administered to samples of the demonstration 
participants to evaluate their satisfaction with the project and the health plans. The survey 
will also provide information on other project outcomes, such as changes in the 
participants' health status, out-of-pocket expenditures for health care, utilization, and 
access. This information will also be for the quality assurance program. In addition 
to the surveys that the health plans must administer, the State will develop surveys that 
will be administered annually to a valid random sample of clients. Over time, a 
standardized survey will be developed, preferably to be computer-generated so the data 
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can be read by scanner and recorded and tallied. The survey questions will 
address the following areas: 

Enrollment process 

- Entry into the plan (enrollment process) 
- Maintenance of eligibility (re-certification) 
- Eligibility problem resolution 
- Disenrollment process 

Satisfaction with health plan 

Overall satisfaction with health plan 
with primary care physician (PCP) 


Satisfaction with specialty physicians, prenatal physicians, surgeons, 

and other physicians 

Access to emergency, urgent, routine, and preventive care 

Services available for getting prescriptions filled 

Convenience (travel time and hours that the office is open) 


of medical advice by phone 

in obtaining services 


Responsiveness in non-emergency visits (measured in time with 

and without appointment) 


of specialty care (wait time and convenience) 

Patient rapport and confidence 

Treatment by non-medical support personnel (courtesy, respect, and 


Treatment by medical support personnel (courtesy, respect, and 


Communication (explanation of procedures and tests; attention to what 

the member has to say; advice about staying healthy) 

Grievances handled quickly and 

Health plan requirements and procedures (availability of information; 

complicated or to understand) 

Satisfaction with choice (number of doctors to choose from) 


problems 


Quality and Outcomes 

- Perceived quality of care and services 
- How well care meets the member's needs 
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Health 

- Current health status (self-reported)- Health behaviors drinking, activity, etc.)
- Any health care visits (type and number of visits)- Any new health care needs detected (number of 
- Any emergencyutilization (number of visits) 
- Any hospital inpatient days (number of days) 

Surveyswill be conducted annually. A sample of current Medicaid eligibles will be 
surveyed at the beginning of the demonstrationto obtain informationto provide a 
comparisonbetween the programs and the demonstration project. Newly eligible 
participants will complete the survey when they apply to for comparisons of 
pre- and post-enrollment utilization levels. Thereafter, surveys of current and new 
members will be conducted periodically throughout the of the demonstration. 

4. Member Grievancesand 

Health plans will be required to establish grievance procedures for members, and members 
willhave the same appeal rights as traditional Medicaid eligibles; they will have access 
to the State's hearing system., which meets the requirementsof CFR Part 43 1,Subpart 
E. However, members with a grievance against a health plan must have exhausted the 
health plan's grievance system. and plan-specific problems willbe identified by 
collecting information regarding grievancesbrought in either venue and analyzing the 
bases for the grievances, how they were resolved, and the timeliness of the process. 

5. Medical Records Analysis Samples 

The evaluator should a statistically valid sample of patient medical records to 
assess the demonstration's impact on the health status of subgroups of participants and to 
evaluate the type, quality, and appropriateness of care provided in the project. The 
analysis would consist of evaluating the changes in health status on the basis of medical 
record documentation of including but not limited to preventive services, 
diagnoses (provisional, admitting, and discharge diagnoses), treatment, referrals, 
and outcomes. This analysis would also be in supplementing and 
reported health status. 

6. Health Surveys 

The evaluator should survey participatinghealth plans and providers to assess 
their satisfaction with the demonstration and to which led the health plans 
and providers to participate. surveys could also be used to obtain information on any 
changes that the health plans may have implemented to comply with project requirements 
or to facilitate their taking on this population. The surveys could assess such factors as 
altered reimbursement structure, operating environment, marketing, or an increased need 
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for educational or outreach efforts. Before the start of the demonstration project, the 
evaluator should survey the health plan and providers to establish an initial benchmark. 
Thereafter, could be conducted at intervals throughout the demonstration. The 
surveys could focus on the following areas: 

0 For the healthplans 

- Cost effectivenessof project design 
- Quality of care - Business 
- Potential for further cost containment 
- Evidence of cost shifting
-	 Special member services or service developed to 

serve the needs of the Medicaid population 

For the service providers 

Satisfaction with project design 

Quality of latitude 

Satisfaction with and any changes to the system 

Satisfaction with and any changes to utilization management 

Potential for improving or expanding project 

Incentivesto become involved or remain in the project 

Perceived health status of patients 

Number of patients seen and number of visits 


Factors decision to participate 

- Benefit package 
- Capitation rate 
-- Potential increase in patient volume - Demonstration administration and reporting requirements- Potential reduction in amount of uncompensated care 

7. OngoingProject Monitoring 

As described in Chapter Two,data will be collected from the participating health plans 
throughout the course of the demonstration project. This datawill be used to augment the 
information obtained through other data collection methods. 
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D. Plan for Data Collection and Analysis 

Throughout the evaluation, the challenge willbe to obtain complete, accurate and 
data. in data collection and reporting capacities among 

plans and providers will have to be addressed. Data collection and reporting according to 
project standards that are documented and made available to the plans will remain a high 
priority in oversight of the managed care plans. 

The State has established a standard demonstration data set in connection with reporting 
requirements. This data set willbe revised and expanded in order to apply to reflect the 
special aspects of monitoring and evaluating services to person enrolled in SNPs, such as 

and mental health clients. Data elements willbe well defined in order to 
eliminate classification and reporting at the health plan levels. 
The evaluator and the State will establish rules for aggregating and collapsing data into 
required elements. 

The evaluator could use the following suggested methodologies to test the research 
hypotheses using the data sources listed above: 

Case studies and surveys of health plans, providers, and members 

Comparisons of key aspects of the project based on geography, participating 
health plans, and selected populations 

Cross-state comparisons to determine how New York's demonstration 
experience has changed the nature of New York's Medicaid program relative 
to other states' Medicaid programs 

Impacts on new Medicaid eligibles through the development of baseline data at 
of initial enrollmentthe and subsequent demonstration data 

Impacts on subgroups of current eligibles, focusing on changes over time and 
variations in impacts across and within subgroups of eligibles. 

The development of appropriate baseline data to support the evaluation is likely to require 
collection of baseline data specific to: 

Each participating health plan 

Individual counties 

Selected types of service diagnoses 

Eligibility and demographic subgroups 
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The evaluator could measure quality of care and health status primarily through analyses 
of consumer surveys and medical records. Thiswould entail comparisons of 
consumer responses to questions regarding quality of care and health status, supplemented 
by medical record Specific conditions" could be selected and followed 
through medical record review to assess changes in health status. In addition, the quality 
assurance system should provide data sources for thisanalysis, including standard quality 
indicators and outcomes. 

comparisons of consumer survey responses could be used to assess the 
demonstration's impact on access to, and availabiity care. MMIS and provider survey 
data could be used to evaluate the availability of care in terms of the distribution of 
various types of providers participating in the project. Consumer survey data, 
supplemented by medical records review, would provide the for measuring changes 
in the usual source of care, which would enable the evaluator to assess continuity of care. 

Project expenditures be analyzed through a series of comparative analyses using 
expenditure data from the MMIS and data collected during monitoring of the 
demonstration. The evaluator would also make comparisons of the changes in service 
expenditures by eligibility and demographic group using per capita data. The evaluator 
could supplement these analyses with case studies and health plan, provider, and consumer 
surveys. 

The evaluator could measure the impact of the project on services utilization via surveys, 
MMIS data, eligibility files, and provider files,supplemented by data regarding utilization 

ongoing project monitoring. 
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CHAPTER 

WAIVERS REQUESTED 


New York requests the following waivers of statutory and regulatory requirements in order 
to implement the Medicaid Managed Care Demonstration Project. 

A. Waivers Under Section 

Statewideness 
Section 1)of the Act and 42 431 require that the state Medicaid plan be 
in effect for all services and all eligible recipients all subdivisions of the State. The 
type and selection of managed care plans availableunder the demonstration may vary by 
geographical area of the State capitated HMOs and PHSPs, transitional partially 
capitated plans), although the benefits offered willbe the same. Moreover, the fee-for-
service population persons in long residential institutions, the 
dually eligible) will receive benefits in a different manner than the Demonstration Project 
participants. The Demonstration Project will also allow local social services districts to 
designate a provider for non-emergency transportation or to allow Medicaid recipients to 
purchase drugs through a mail order provider. New York therefore requests that these 
provisions be waived. 

Comparability of Services and Eligibility 
Section of the Social Security Act ("Act") and 42 C.F.R. 440.230-250 
require that the amount, duration, and scope of servicesbe equally available to all recipients 
within an eligibility category, and also be equally available to categorically eligible recipients 
and medically needy recipients. The DemonstrationProject will mandate that certain groups 
of Medicaid eligibles enroll in managed care plans and will also make available Special Needs 
Plans to individuals with certain diagnoses. However, other groups of Medicaid eligibles will 
be excluded fiom the Demonstration Project and will not be enrolled in managed care plans. 
A third cutgroup will be allowed to enroll voluntarily. acrossSome of these 

planseligibility arecategories. Moreover, until available statewide, benefits 
may be administered differently depending on the county in which a recipient lives. The 
Demonstration Project will also allow local social services districts to designate a provider for 
non-emergency transportation or to allow Medicaid recipients to purchase drugs through a 
mail order provider. Finally, only categorically eligible recipients will receive wrap-around 
alcohol and substance abuse services, as delineated in the current state plan, once those 
services in the basic benefit package have been exhausted. In order to account for any 
differences in amount, duration, or scope of services for recipients who will be enrolled in 
managed care as opposed to the fee-for-serviceplan, New York requests that these 
provisions be waived. 
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Standards 
Section and 42 Part435 requires Statesto provide medical 
assistance to certain categories of individuals including those either receiving or deemed to be 
receiving medical assistance on the basis of certain welfare categoriesunder the Social 
Security Act. New York requests a waiver of section and the 
implementing in order to extend coverage to individuals receiving Home Relief 
cash assistance. New York also requests a waiver of these provisions to allow it to extend 
eligibility for family planning services only to pregnant women for 24 months post-partum. 

Financial Responsibility 
Sections and Act and 42 Part 435 establish 
standards for taking into account income or resources of individuals who are not receiving 
assistance under AFDC or SSI. The State seeksa waiver of to the extent necessary to 
extend eligibilityto individuals receiving Home Relief and to pregnant women post-partum. 

Federallv Oualified Health Centers 
Section 10) and of the Act require that Federally Qualified Health 
Centers (FQHCs) be reimbursed on a reasonable cost basis. The State will no longer 
guarantee FQHCs 100% of their incurred costs. Many, if not all, FQHCs will be part of 
managed care plans and will be paid by health plans out of the capitation rate. To the extent 
this requires a waiver of Section and the State requests such a 
waiver. 

Retroactive 
Section and 42 435.914 requires States to retroactively provide medical 
assistance for three months prior to the date the application for such assistance is made. New 
York seeks a waiver of these provisions with respect to the Home Relief population. 

Freedom of Choice 
Section of the Act and 42 43 1.51 require a state plan to pay for medical 
assistance from any institution, agency, community, pharmacy, or person qualified to perform 
the service or services. The demonstrationwill allow participants to choose among available 
plans and practitioners every year, but will restrict each participant to a single health plan or 
practitioner that will render or arrange for all or most care for the one-year period, except 
that a participant may change plans for cause. Also,it is not unlikely that there will be only a 
single or Mental Health Special Needs Plan in operation in any given area. To the 
extent any of this is seen as a limitation on freedom of choice, a waiver is appropriate and 
necessary. There will be no restriction of freedom-of-choice for family planning or 
emergency services. A waiver of this section is also requested so that eligibles not enrolled in 
managed care plans because they will be for less than 6 months seasonal 
agricultural workers) may be assigned to a clinic as a gatekeeper for their health care needs. 
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Third PartyLiability 

Section of the Act and 42 Part 433 require that the State identifyliability 

of and seek reimbursement from third parties before paying claims. The State requests a 

waiver from specificrequirements established under these sections since the demonstration 

project will pursue alternative ways to handle third party Casualty claims will 

continue to be pursued by the State. Non-casualty third party resources will be pursued by 

managed care plans. The State will reduce all capitation rates by an actuarially appropriate 

amount, based on the State's own experience, to reflect the average amount of that can 

be recovered fiom third parties. 


Guaranteed y 

Section of the Act provides that six-month eligibility can be guaranteed only for 

individuals enrolled in federally qualified and certain other specified in subsections 


and (6) of Section The State is requesting a waiver of this 

section so that it might offerguaranteed eligibility for the first s i  months to managed care 

enrollees regardless of which type of provider the individual is enrolled in. 


Pavment Limits 

Sections of the Act, as in the upper limit regulations at 42 CFR 

44.7361, and 44.7362 establishesupper payment limits for capitation contracts. 

The State seeks a waiver of these provisions to enable it to arrange or negotiate payment 

rates without the need to develop contract-specificupper payment limits. 


Disproportionate Share Hospital 
Section of the Act, which also incorporates Section requires a 

State to pay to hospitals that serve a disproportionate share of low-income patients a 

payment adjustments equal to or in excess of the Medicare minimum. The State requests a 

waiver of this section insofar as payments to disproportionateshare hospitals will take the 


of supplemental payments under the waiver. This is a technical waiver, as these 

supplementalpayments will equal or exceed the Medicare minimum. 


Finally, the State requests that HCFA grant any other waiver pursuant to Section 11 1) 

that HCFA deems to be required in order to implement the demonstration as described in this 

document. 


B. Waivers Under Section 

New York requests that, pursuant to Section 11 HCFA participate in the following 
costs that would not otherwise be eligible for reimbursement under Medicaid. 

Income Limitations 
Section of the Act and 42 435.100 et. seq., prohibit payments under 
Medicaid to States which implement eligibility standards in excess of the maximums allowed 
by regulations. New York requests a waiver of these provisions to expand eligibilityto 



individuals receiving Home Relief Assistance. The expanded eligibilitywill not result in cost 

increases, because of the offsetting savings other aspects of the demonstration. 


Capitation Contract Requirements 

Section and of the Act, and 42 434, prohibit 

payments to States that contract for comprehensive on a prepaid or other risk basis 

unless such contracts are with entities that: (a) meet federal Health Maintenance 

Organization requirements or state HMO requirements; maintain an enrollment 

composition of no more than75 percent Medicare and Medicaid enrollees (except in cases of 

public HMOs,and federally qualified communityhealth centers which received grants 

exceeding $100,000 during the preceding two years); and (c) allow Medicaid members to 

disenroll at will on a monthly basis. 


The State requests a waiver of and and 42 C.F.R. 434.20 and 
434.21 because the demonstration provides for contracts with capitated PHSPs and 
partially capitated plans in addition to state licensed health maintenance organizations. 

The State also requests a waiver of and 42 C.F.R. and 26, 
in order to allow contracts with capitated plans that do not meet the enrollment composition 
requirements of these sections. The State requests a waiver of 
and 42 434.27 in order to require participants to remain with their initial choice of 
health plan, absent good cause, for one year. 

Institutions for Mental Diseases 
Sections 
and of the Act, and implementing regulations, limit coverage for inpatient psychiatric 
care to individuals ages 21 and under, or 65 and over. New York seeksa waiver of these 
requirements in order to enable it to provide a range of appropriate services to 
elderly adults requiring inpatient psychiatric care and alcohol and other drug treatment. New 
York requests a waiver of these sections to the extent necessary to cover inpatient psychiatric 
and alcohol and drug treatment for non-elderly adults between the ages of 22 and 64,up to 
an aggregate annual limit of 90 days per enrollee. 



CHAPTER SEVEN 

DISPOSITION OFEXISTING PENDING WAIVERS 

New York State currently has a number of Section 1115 and Section 1915 waivers in 
operation or pending before the HealthCare Administration. Most of these 
waivers will not be by the current Section 1115 waiver and will continue in force. 
Other pending and existingwaivers, however, are duplicative and will be withdrawn or 
allowed to expire, as appropriate. 

The following is a catalogue of existing and pending waivers, their disposition in light of 
the current Section 1115 waiver. 

A. Existing Waivers 

Southwest Brooklyn Managed Care 
New York City has a Section program operation in Southwest Brooklyn. The 

waiver involves mandatory enrollment of AFDC children and adults into capitated health 

plans. Thiswaiver will be subsumed into the statewide Section 1115 waiver. 


Statewide Clinic Partial Capitation 

This Section 1115 demonstration project, which requests a waiver of the upper payment 

limit, involves partial capitation of five clinics across the State for primary and specialty 

physicians' services, laboratory, and x-ray. This which has been verbally approved, 

will be withdrawn as the current Section 1115 waiver includes a request for waivers allowing 

partially capitated plans in areas that do not have the capacity for capitation. 


Substance Abusing Pregnant Women 

New York State is one of five States participating in a multi-year section 1115 waiver 

demonstration project to test a variety of issues regarding outreach, engagement and 

treatment of pregnant substance abusers. Pursuant to this waiver, the State receives 

Medicaid reimbursement for servicesprovided to substance abusing pregnant women in 


ambulatory treatmentcertified programs.residential and The waiver expires June 

30, 1996 and, in light of the current waiver's provision for enrollment in a Special Needs Plan 

when appropriate, will not be renewed. 


MAX 

Broome County has in operation a Section waiver for the 
enhanced fee-for-servicephysician case management program. The program voluntarily 

enrolls AFDC and MA-only adults and children. The waiver, which is scheduled to 
September 30,1995, will be continued only until the current Section 1115 waiver goes into 

effect. 
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Home and Community-Based Waiver for the DevelopmentallvDisabled 

The State has a Section waiver pursuant to which home and community-based 

services are provided to approximately 20,000 adults and children who meet the level of care 

for an This waiver is unaffected by the current Section 1115waiver and will 

continue in force. 


Home and Community-Based Waiver for the Aged and Disabled (Long Term Home Health 

Care 
The State has a Section waiver program in which certified home health agencies 

provide home and community-based servicesto almost 20,000 aged and disabled individuals 

who are medically eligible for institutional level of care. Included in thiswaiver are "AIDS 

Home Care Programs" serving patients who have and who are medically eligible for 

placement in a hospital or residential health care facility. This-waiver is largely unaffected by 

the current 1115 waiver and will continue in force. However, the home and 

community-based services provided through AIDS Home Care Programs will be subsumed 
by the AIDS Special Needs Plan in the current Section 1115waiver and will be phased out 
once the AIDS SNPs are operational. 

Home and Community-Based Waiver for Persons with Traumatic Brain 
The State has a Section waiver that provides home and community-based services to 
persons between the ages of 18 and 64who have suffered a traumatic brain injury and who 
are clinically eligible for nursing facility care. This waiver is unaffected by the current Section 
1115 waiver and will continue in force. 

Home and Community-Based Waiver for SeriouslyEmotionallv Disturbed Children 
The Office of Mental Health has a Section waiver to provide home and community-
based services to approximately 100 children who are seriously emotionally disturbed. This 
waiver is unaffected by the current Section 1115 waiver and will continue in force. 

Care at Home "Model" Waivers 
The State has five model "care at home" waivers under Section provide case
management, home adaptations, and respite services either to children discharged fiom 
hospitals to home (models 1,2 and 5) or to developmentally disabled children who are 
otherwise eligible for (models 3 and 4). These waivers are unaffected by the 
current Section 1115 waiver and will continue in force. 

Elderplan 
Under a Section 1115 waiver, Elderplan, a Social Health Maintenance Organization in 
Brooklyn, provides servicesto SSI and medical assistance-only individuals 
over age 65 who are covered under Medicare parts A and B. Elderplan does not include 
nursing home care and personal care services. Thiswaiver, currently in its 9th year, is 
unaffected by the current Section 1115 waiver and will continue in force. 

-
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Program for All-Inclusive Care for the Elderly ("PACE") 

There currently are two Section 1115 federal Medicaid waivers for two participating sites in 

the PACE demonstration: Beth Abraham's Comprehensive Care Management project in the 

Bronx and Rochester General Hospital's Independent Living for Seniors. The PACE project 

is testing a capitated risk-based model which requires a single provider to provide or 

arrange for a comprehensive range of primary, acute and long term care services to persons 

who are dually eligible for Medicare and Medicaid and are clinically appropriate for nursing 

facility level care. Approximately 250 elderly are currently enrolled in each of the two 

existing programs, and similar programs are under review. The PACE waivers will be 


by the current Section 1115 waiver. 


B. Pending Waivers 

New York City Managed Care Program 

New York City has pending a Section waiver to mandatorily enroll all AFDC and 

AFDC-related Medicaid recipients into capitated health plans citywide. The waiver was 

submitted February 22,1995, and is expected to go into effect on June 1,1995. This waiver 

will be subsumed into the statewide Section 1115 waiver. 


Westchester County Managed Care 
Westchester County has pending a Section 19 waiver to mandatorily enroll most 

Medicaid recipients (except those long term care) into capitated health plans. 

The waiver was on January 23,1995, and is expected to go into effect on October 

1,1995. This waiver willbe subsumed into the statewide Section 1115 waiver. 


Transportation 

The State currently has pending a Section waiver request to allow local social 

service districts to provide non-emergency transportation through one designated provider. 

The pending waiver is being withdrawn as the current Section 1115 waiver includes requests 

for waiver of statewideness, comparability and fieedom-of-choicethat apply, among other 

things, to the option of local districtsto provide non-emergency transportation through a 

designated provider. -


Mail Order Prescription Drugs 

The State currently has pending a Section waiver request to permit voluntary mail 

order prescription drugs for Medicaid recipients fiom districts outside of New York City. 

The waiver would the State to contract with a single mail order provider to provide 

access to drugs to recipients who live in rural and outlying regions of the State where 

pharmacy services may be limited. The State implemented such a service in 1991 and sought 

a waiver in 1994 after being informed that a waiver would be required. The pending waiver 

is now being withdrawn. Under the current section 1115 waiver, in most areas of the State, 

pharmacy benefits willbe provided through capitated managed care plans. In those 

areas of the State with partially capitated plans, local districts will have the option of 

providing drugs through a voluntary mail order program. The current Section 1115 waiver 

includes requests for waiver of statewideness, comparability and fieedom-of-choicethat 
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apply, among other things, to the option of local districts to allow recipients to obtain drugs 
through a voluntary mail order program. 
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Medicaid Managed Care: Health System Capacity Issues 

Overview 

New York State has a sufficient number of physicians and hospital beds to serve 1.8 million 
people in Medicaid Managed Care. Thechallenge will be the mechanics of redistributing the service 
of physicians overserved areas to underserved areas, contracting with a sufficient number of 
private practitioners and health facilities, and expanding capacity in rural areas. Using a combination 
of our resources and of healthcareproviders, the State and its counties and cities can 
meet this challenge. 

The ratio of carephysicians to the population of the State is well 
above national and state standards and far above typical HMO 5 boroughs in New 
York City and 13of theother 16 urban counties in the State meet or exceed the minimum managed 
care service delivery of primary care physician-to-populationratios. The real problem 
is not lack of doctors but their distribution within each metropolitan area. Only 17 of 44 rural 
counties have enough primary care doctors, however. 

A number of publicly-financed strategies will be used to redistribute primary care resources 
to meet the needs of underserved areas. Fortunately, most of these programs have already been 
implemented by the state. For example, the state has invested over $130 during the past 5 
years to develop and expand primary care service sites in underserved areas. Other programs are also 
providing additional millions of dollars for capital development. We also have loan repayment and 
scholarship programs in which physicians, nurse practitioners, and physician assistants receive 

assistance in return for locating in underserved areas. The State administers the Rural 
Network Program, which is currently focusing on 23 counties. We just awarded grants 
to medical schools and residency training programs to train more primary care physicians and to 
retrain specialistsin primary care. 

Other resources are available to help meet the need for primary care. Many hospitals, which 
play a central role in delivering primary care in New York City, are investing millions of dollars of 
their own funds to establish new service sites. A valuable resource is the 1100-plusphysicians who 
complete residency training in the State every year and go into primary care. Incentives, such as 

can be givenbonuses and tosalary encourage doctors to provide services to targeted 
underserved population groups. Public transportation systems can also help address 
areas as most of these areas are contiguous to areas with an oversupply of practitioners. 

Presented below is a description of the capacity currently in New York State to 
deliver Medicaid Managed Care, and how that capacity can be used more effectively and efficiently 
to assure access to needed services for all Medicaid recipients. 
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Managed Care Penetration 

Of the 1.8 million Medicaid eligiblestargeted for enrollment in managed care by July 1996, 
26 percent are currently enrolled in managed care. However, counties vary greatly in 
enrollment patterns, with 15 counties (all of them rural) having no Medicaid eligibles 
enrolled in managed care and 5 counties having exceeded 50 percent of their targeted 
enrollment. 

“Pipeline” Managed Care Capacity 

The managed care industry in New York has grown exponentially during the past decade. 
In January 1984, New York had 13 HMOs,with 1.3 million enrollees, and was just 
developing its Prepaid Health Services Plans (PHSPs). Today, there are 30 HMOs,11 
PHSPs, and 16 partial capitation plans, serving about 4.3 million individuals, including 
almost Medicaid recipients. 

Information submitted by HMOs and PHSPs to the Departments of Health and Social 
Servicesindicate the following capacity expansion for a three year period ending June 1998: 
by July 1995, there will be an additional Medicaid managed care slots available; 
new capacity will increase to by September 1995, will surpass by January 
1996, and will reach by June 1996, the end of the year of implementation. By 
June 1998, a cumulative total of 1.3 million additional slots will be available. Of these 
additional Medicaid slots, over 95 percent are located in the New York metropolitan area. 

These figures reflect growth under a voluntary approach to Medicaid managed care. 
Expansion of the state’s PHSP and HMO capacity must be further accelerated. The New 
York State HMOConferencehas indicated its support for a mandatory Medicaid managed 
care program and its intent to make available further Medicaid managed care capacity. 

in MarchMedicaid enrollment in PHSPs reached 1995. An additional 
PHSP byslots will become Juneavailable by July 1995, increasing to more than 

by June1996, and 1998.to almost 

Importance of Institutional Participation 

in . .  

One of the most important ways to achieve sufficient capacity is to make sure institutional 
providers, hospitals and diagnostic and treatment centers enter into contracts 
with one or more HMO or Prepaid Health Services Plan (PHSP) that serve the Medicaid 
population. In the five boroughs of New York City,75 percent of the Medicaid (under 65) 
fee for service visits are provided in hospital based clinics and emergency 

2 

! 




rooms.' In the state's 13 other urban counties, about 85 percent of these visits are provided 
in institutionalsettings. In the 44rural counties, over percent of these visits are provided 
in institutionalsettings. If we assume these institutions will choose to continue to serve their 
Medicaid populations (which is likely), then they will contract with a HMO or PHSP provider 
network or become a PHSP in their own right. 

the Need for riu;acrLManee t eged w eatton . .  . 

One of the chief vehicles for successfully moving the Medicaid population to managed care 
is to ensure that institutions do, in fact, contract with an or form their own 
managed care organization. Expanding contracts with facilities or allowing 
facilities to form their own managed care organization will assure capacity for a significant 
number of the Medicaid managed care population. We must facilitate the institutions, efforts 
to enter into such contracts and focus on enrolling private practitioners. 

0 	 Primary care facilities (hospital outpatient and multi-purpose and family planning 
clinics) provide services in most neighborhoods in New York City: in all 11 Health Systems 
Agency (HSA) neighborhoods in Manhattan; in 14 of the 15 HSA neighborhoods in 
Brooklyn; in 7 of the 9 HSA neighborhoods in the Bronx; in 13 of 18 HSA neighborhoods 
in Queens; and in 4 of 5 HSA neighborhoods on Island. 

According to the Department's bed need methodology, which projects hospital beds needed 
through 1996, New York has excess acute care hospital beds statewide. Only one 
county is below (by 2 percent) its projected need. Where excess capacity exists, there is 
opportunity to convert acute care beds to fulfill unmet need for alcohol rehabilitation and 

beds, and in some regions for physical medicine rehabilitation or psychiatric 
beds. 

Physician Capacity 
-

t e of . .  m 

There are over physicians practicing in New York State and residents training 
in NYS. for those practicing part-time, there FIE physicians (residents 
are counted as 0.25 Of these, nearly FIE physicians and residents provide 

care services, of whom 1,450 are primary care residents. Thisnumber does not 
include the approximately nurse practitioners, physician assistants or midwives who 

' This includes over 3.2 million outpatient psychiatric visits and 1 million visits out of a totalof 
20 million visits. There is very little reported usage of these services in physicians, 
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currently practice NYS. 

n of Care Ph-. .  

Theratio of total primary carephysicians to the population of New York State is 74per 
well above the New York State-specified Medicaid managed care service delivery 

network requirement range of 53 to 65per The most issue with the 
existingcapacity is the maldistribution of primary care physicians. 

. .  . .an, Care m  m e m 

Over 1,100physicians complete primary care residency programs and enter primary care 
practice in New York State annually. Although some choose to practice in other states, a 

number in New York State. The New Resident Loan Repayment program 
requires recipients of awards to practice primary care in New York State after completion of 
training. 

. .People Live in C o m e s  with @.cient &prrr;ro! 

All five New York City boroughs and 10of 13 upstate urban counties meet or exceed the 
minimum service delivery network requirement of 53 primary care physicians per 
Of the 44 rural counties, 17 meet or exceed the minimum service delivery network 
requirement. Eighty-six percent of the state's population resides in the counties that meet or 
exceed the requirement. 

rollees in Cou-cient 

Of the nearly people already enrolled in Medicaid managed care programs, 94 
percent, or about live in counties with adequate primary care capacity more 
than53primary care physicians per Ofthe 1.8million to be enrolled by July 1996, 
about 92percent, or 1.7million, live in counties with adequate primary care capacity. 

in New York City a . . .  l n t w 

In all 58 New York City HSA neighborhoods, approximately 38 neighborhoods, or 66 
percent, have an adequate supply of primary care physicians. 

Ofthe 2.2 million total Medicaid eligibles in New York City, about 71 percent, or 
1.6million, live inthe38New York City neighborhoodswhere primary care physician supply 
is adequate greater than 53 per 

of theneighborhoods below themanaged care service delivery network requirement range 
are adjacent to neighborhoodswhich or exceed the range. Some physicians could locate 
in or commute to the underserved neighborhoods and some enrollees could use the subway 
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and bus lines to access physicians in overserved areas. 

0 There are approximately 3,500 in New York State. Many 
currently use their as their primary care provider. The ratio of 

to the population of New York State is 19 per higher than the New York 
specifiedMedicaid managed care servicedelivery network requirement range of 10 to 12 per 

Again,the significantissue with the existing capacity is maldistribution. 
Sixteenof 18 urban meet or exceed the minimum requirement of 10 per 
100,000. However, only 8 of 44 rural counties meet or exceed this requirement. (These 
figuresdo not include approximately 500midwives). 

0 

0 

0 

Allmajor metropolitanareasof the state are located in counties where primary care physician 
capacity is adequate. However, some areas within counties certain neighborhoods in 
New York City and the upstate cities) are underserved. Many of these areas are located in 

designated Health Professional Shortage Areas and, as such, qualify for both state 
and federally funded primary care practitioner incentive programs and development grants. 

New York State will address maldistribution as well as shortages of primary care providers 
for Medicaid managed care!through the following initiatives: the Primary Care Initiative; the 
Physician Placement Program; Physician Loan Repayment; the Rural Health Network 

Program; New York City Primary Care Development Program; the primary 
Care ServiceCorps (service obligated scholarshipsfor nurse practitioners, physician assistants 
and midwifery students); workforce development; and grants to retrain specialistsin primary 
Care. 

Federal and state primary care practitioner recruitment and incentive programs will support 
the placement of over 275physicians and mid-level practitioners in 1995. 

and Do Care

NYS has an excess of specialist The number represents 73 percent more 
specialists than needed. As managed care penetration grows and demand for specialists 
declines, there will opportunities to increase our primary care capacity by encouraging 
specialists to provide primary care. Specialistsacting as primary care providers can play a 
significant role in meeting the needs of special populations enrolled in managed care. 
Currently, nearly specialistsreport that they are also board certified in primary care 
specialties. 
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. .  . .of ian Primary Care s 

Shortages of primary care physicians can, in part, be addressed by New nurse 
practitioners and physician assistants who provide primary care. Federal productivity 
standards equate one of these practitioners to a half time physician. Of the approximately 
3,700nurse practitioners and physician assistants licensed to practice in New York 
state, an estimated 3,100 nurse practitioners and 1,500physician assistants) work in 
primary care. Using theproductivity standards above, this expands the primary care provider 
capacity by approximately 1,550

Over 75 percent of care physicians in solo or group practice in New York State 
report participating in one or more managed care plans or other prepaid practice 
arrangements; over 43percent report participating in three or more managed care plans or 
other prepaid practice arrangements. 

Almost 78percent of physicians in solo or group practice in New York State report 
participating in one or more managed care plans or other prepaid practice arrangements; 
nearly 48percent report participating in three or more managed care plans or other prepaid 
practice arrangements. 

tions Care Providers a r y  

In New York State, percent of primary care physicians (principal specialty) are graduates 
of residency programs; 70percent are board certified or eligible in their specialty; 
84 percent have admitting privileges to at least one hospital. Ninety-one percent of all 
primary care physicians are board or have admitting privileges. None of the 
state’s primary care residents included in these percentages. Managed care plans 
use a number of criteria to determine whether a physician is qualified to be a primary care 
physician. 

The current level of fee-for-service care physician participation Medicaid is not 
high. Moreover, as the dollar level of participation in the program increases, the number of 
participating physicians decreases. Of the more than primary care physicians in New 
York State in solo or group practice, there were about 3,500(27percent) with more than 
$5,000 Medicaid billings for the federal fiscalyear 1992-1993.Of that group, only 830 
billed more than $35,000.These figures do not include additional revenues that may have 
been earned by physicians through participation in existing Medicaid managed care plans. 
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reimbursement rates for fee-for-service Medicaid enrollees have discouraged private 
physician participation in the program. This might be expected to change as more adequate 
reimbursement under an expanded Medicaid managed care program becomes available. 

Rural Health Capacity 

state's 44 counties, 29 currently have fullcapitation managed care plans that have 
already enrolled Medicaid clients. Twelve of the 44may meet the criteria for exemptions from 
enrolling all Medicaid eligibles in fully capitated managed care plans. In addition, 13others 
have primary care physician to population ratios of less than 45 per 
significantly lower than the New York State-specified Medicaid managed care service 
delivery network requirement range of 53 to 65). These 13 counties will face greater 
challenges in meeting the full capitation enrollment levels because they will require new, 
additional resources. 

The Department of Health's Rural Health Network Program is funding 17 health 
networks covering 23 counties, including 5 of those counties that may qualify for the 
exemption, and 8 others that have primary care physician to population ratios below 45 per 

The 23 counties have almost Medicaid eligibles of which (10 
percent) are enrolled in full capitation managed care plans. The Medicaid managed care 
program has targeted enrollment levels in these counties to increase to requiring 
increased enrollments of Seven of these 23 counties have no Medicaid clients 
enrolled in fully capitated managed care plans. 

For Care in 

The strategy to increase enrollment levels in Medicaid managed care in rural areas will be 
to facilitate the efforts of counties to identify local providers and managed care plans in 
which Medicaid recipients can be enrolled. We will work with counties to help convene 
appropriate state and local interest groups that individually or in collaboration have the 
capacity to develop, or participate in, managed care plans. Direct technical assistance will 
be provided at the local level to help providers complete risk analyses and initiate start-up 
and set-up of needed monitoring and information systems for managed care. To the extent 
possible, the strategy will give priority to the development of managed care capacities 
through locally organized networks to enable maximum maintenance of local direction 
(governance) and operation of rural health care delivery systems. 
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Special Populations 

and Other Services 

Medicaid managed care programswill likely increase the demand for alcohol and other drug 
(AOD) services in New York State by an estimated persons as providers begin to 

additional AOD to improve health status and thereby decrease the need 
for AOD-related medical care and its attendant costs. 

0 	 The followingAOD serviceneed are based on the 1.3 million additional Medicaid 
eligibles to be enrolled in managed care by July 1996: 

Ofthe nearly AOD outpatient counselors needed for Medicaid managed care enrollees 
statewide, almost 43 percent are needed in NYC and about 18 percent are needed in Long 
Island. Currently Albany is the only major metropolitan city meeting Medicaid managed 
care needs for outpatient alcoholism services. 

0 	 Of the 151 inpatient beds needed for Medicaid managed care enrollees statewide, about 48 
percent of the unmet need (72 beds) is in Long Island, and 25 percent (38 beds) is in New 
York City. 

0 	 New York City and Long Island Medicaid managed care enrollees will need 50 percent of 
the statewideMedicaid managed care need of nearly 170 emergency beds. Of the 170beds, 
an additional 37 percent is needed in non-urban counties. 

0 	 About 1,350Medicaid managed care clients statewide would need Methadone Treatment, 
with about 80 percent of those, or 1,100 residing in New York City. 

I 

The total statewide estimated number of persons who are positive or have AIDS is 
of which about 50 percent, or are Medicaid-eligible. 

I 

At current levels, most areas have adequate capacity to provide care to all 
consistent with the performance standards and clinical practice guidelines 

developed by the AIDS Institute (AI) for certification of provider capability. The attached 
maps provide a geographic display of Medicaid providers of services to persons with 

AI hasonly anecdotalevidence of service gaps, primarily in rural areas but also in urban 
areas,particularly 

0 Allprovidersparticipating m Special NeedsPlans will be certified. providers 
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participating in managed care plans that enroll persons who are positive or who have 
AIDS will meet AI performance standards. The AI will inventory the capability of existing 
non-certified providers and will target resources to them to facilitate their certification (for 
SNPs) or their ability to meet the performance standards (for managed care plans). 

0 	 Approximately Medicaid eligibles are diagnosed as seriously and persistently 
ill (SPMI). About half of these individuals, or SPMI Medicaid eligibles are 

targeted for thebase benefit managed care package, while the rest are targeted for the special 
needs package. 

0 -Based on the Office of Mental 1995plan for overall mental 
health service need, approximately percent of the Medicaid bed need has been met for the 
adult inpatient population. estimated statewideunmet Medicaid need of 410 beds, 280 
(65 percent) of those beds are needed for the New York City region. The balance of the 
unmet need is distributed throughout the rest of the state. 

0 
~ - Approximately 70 percent of the Medicaid bed need 
has been met for the children and youth population. Of the estimated statewide unmet 
Medicaid need of 95 beds, 55 (57 percent) of those beds are needed for the New York City 
area. The New York City region has more than twice the unmet Medicaid need of any other 
region. Thebalance of the unmet need is distributed throughout the remaining four regions. 

Three OMH initiatives will continue to have a positive impact on reducing unmet inpatient 
need: 

Continued development of Comprehensive Psychiatric Emergency Programswithin 
the general hospital industry to stabilize and assess the needs of the patient. 

-	 Guaranteed access to services and support systems through the Intensive Case 
Management Program. 

of excess acute beds in Article 28 hospitals to 
psychiatric care beds. 

-	 Clinic Programs - OMH does not project public need for clinic capacity. Clinic 
capacity is substantial across the state and in the short run can serve as a substitute 
for needed Psychiatric Rehabilitative Training Programs and Partial 
Hospitalization Programs. 
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Partial Hospitalization Program - Proportionately, this program has the highest 
estimated unmet Medicaid need of 835 slots or 55 percent. Started in 1991, this 
program offers an alternativeto acute care hospitalization, and is under development 
where needed. 

Continuing Day Treatment and Intensive Psychiatric Rehabilitative Treatment 
Programs - 80 percent and 75 percent of the Medicaid need has been met, 
respectively, in these programs. The estimated unmet Medicaid need (2,475 slots 
needed for continuing day treatment and 375 slots needed for intensive psychiatric 
rehabilitativetraining) is to be satisfied aspipeline and converting programs 
become licensed under OMH Part 587 regulations. 

. . . .  ce of Mental d  e l o d  b b  

The OMRDDprovides servicesto approximately clients; are on Medicaid, of 
which are targeted for care In addition to the people the 
system serves there are another estimated people needing OMRDD services but 

none. It is that3,800 of the people needing services would qualify 
for Medicaid managed care bringing the total Medicaid eligibles to be enrolled in managed 
care to 21,800. Sixty percent of this unmet need is located in the New York City area. 

Department of Veterans’ Affairs Health Care System 

The VA system is a potential source for increasing the service delivery capacity for Medicaid 
managed care. In New York State, 12 VA Medical Centers provide a comprehensiverange 
of services, including primary care, substance abuse and alcohol abuse treatment, services for 
persons with spinalcord injury, prosthetic devices and services,hospice and respite services, 
and services for persons with The twelve VA Medical Centers (VAMCs) are 
spread across ruraland inner city locations (three in New York City alone) and have a total 
capacity of 4,784 beds. All VAMCs operate outpatient programs, and the system includes 
seven additional satellite centers in rural and urban areas throughout the State. 

Asmajor medical centers offering comprehensiveinpatient and outpatient services,VAMCs 
are equipped to function as managed care organizations serving the Medicaid population. 
The directorsof all twelve VAMCs in the State have expressed interest in becoming sources 
of managed care for veterans who are Medicaideligible. This includes provision of managed 
care for dependents, where service capacity and subcontracting arrangements would permit.
Thedirectorsofseveral of thecenters have also expressed interest in providing managed care 
through sharing agreements with HMOs and other managed care organizations. We will 
continue discussionswith the directors of theVAMCs to develop a formal agreement for VA 
participation in the Medicaid managed care program, an agreement which will include 
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appropriateremuneration to the VAMCs for their managed care service. 

The participation of the VAMCs Medicaid managed care would further enrich the primary 
and specialty care services available to Medicaid populations. The VA system would offer 
primary care at 19 sites and locations throughout the state, and would make available the 
services of some primary care physicians statewide. In addition, many of the estimated 

Medicaideligible veterans in New York State have special health needs, such as 
alcohol, substance abuse and mental illness problems, and would feel more comfortable 
seeking care from the VA. Veterans may also constitute as much as 30 percent of the 
homeless, a population which is likely tohave multiple health needs and which generally has 
not been reached by HMOsand other providers. The VA system’s resources could also be 
a particularly valuable source of services for Medicaid clients whose needs for special 

devices couldtherapies, notrehabilitation and be readily met by most HMOsor other 
managed care providers. 
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1 Current Medicaid Managed Care Enrollees 

as a Percent of Targeted First-Year 


Medicaid Enrollees (1.8 Million) 


New York State, February 1995 


a I 

Percent of Penetration 
Greaterthan74.9 
50.0 to74.9 
25.0 to 49.9 

No Penetration
than 25.0 

Ofthe 1.8 million Medicaid eligibles targeted for enrollment in managed care 
by July percent currently are enrolled in managed care. However, 
counties vary greatly in enrollment with 16counties (all of them 
rural)having no Medicaid eligibles enrolled in managed care and 5 counties 
having exceeded 50 percent of their targeted enrollment. (Although these 
numbers arebased on pre-waiver DSS eligibility methodologies and are subject
to revision, it is expected that the revised methodology will yield numbers 
leading to similar conclusions). 



Percentage of Medicaid Visits at 

Hospital Based and by 


New York City Neighborhoods of Residence 


, 

Percentage of Medicaid Visits 
at Institutions 

80.0% to 89.9% 
70.0% to 79.9% 
55.0% to 69.9% 

One of the important ways to achieve sufficient capacity is to make sure institutional 
providers enter into contracts with one or more managed care organizations that serve the 
Medicaid population In the boroughs of New York City, of the 
Medicaid visits are provided in institutional settings. It is highly probable that 
these institutions will want to continue to serve their Medicaid populations, so they 
will contract with an This will provide capacity for a significant 
number of the Medicaid managed care population. The capacity question then 
becomes enrolling sufficient primary care doctors into to service the 
residual Medicaid population. 
Although of the Medicaid visits occurred in institutions, this does not signify 
that enough capacity exists to treat all of the population in New York City. In fact, 
20 of the 58 NYC neighborhoods on the map are below the service delivery 
network requirement of 53 primary care physicians per population, and
therefore have an insufficient number of doctors. 
Institutional visits include 3.2 million psychiatric outpatient visits, as well as 1million 
methadone maintenance treatment program visits. There is very little reported usage 
of these services at physician offices. Total visits in New York City are 13 million. 



Medicaid Fee For Service Visit Setting 


30% 

OO/O 

29% 

44% 

27% 

44%--
42% 

Doctor's Hospital OPD and E.R 

Rural N.Y. City Urban 

One of the most important ways to achieve sufficient capacity is to make sure institutional providers, 
hospitals and diagnostic and treatment centers enter into contracts with one or moremanaged care 
organizations that serve the Medicaid population, either an HMO or a PHSP. In the five boroughs of New 
York City 75% of the Medicaid fee for service visits are provided in institutional settings. In urban 
counties, 85% of the Medicaid visits are provided in institutional settings. In rural counties, (populations 
of less than over 70% of the Medicaid visits are provided in institutional settings. If we 
assume these institutions will want to continue to serve their Medicaid populations, then they will contract 
with a HMO or PHSP or become one in their own right. This will provide capacity for a significant number 
of the Medicaid managed care population. The capacity issue then becomes enrolling sufficientprimary care 
doctors in HMOsor PHSPs to serve the residual Medicaid population. 



Primary Care Facility Sites 

by Health Systems Agency Neighborhood 


Brooklyn, February 1995 

Primary care facilities provide services in 14 of the 15 Health Systems Agency 
neighborhoods in Brooklyn. 



Primary Care Facility Sites 
by Health Systems Agency Neighborhood 

Bronx, February 1995 

Hospital OutpatientDepartments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in 7 of the 9 Health Systems Agency 
neighborhoods in the Bronx. 



Primary Care Facility Sites 
by Health Systems Agency Neighborhood 

Manhattan, February 1995 

Hospital Outpatient 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in all 11 Health Systems Agency 
neighborhoods in Manhattan. 



Primary Care Facility Sites 
by Health Systems Agency Neighborhood 

Queens, February 1995 

Hospital Outpatient Departments 

Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide service in 13 of 18 Health Systems Agency 
neighborhoods in Queens. 



Primary Care Facility Sites 

by Health Systems Agency Neighborhood 


Richmond, February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

ne 
care facilities provide services in 4 of 5 Health Systems Agency 

in Richmond. 



Primary Care Facility Sites 
by Hospital Market Area 

Albany County, February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in all 3 of the Hospital Market Areas 
in Albany County. 



Primary Care Facility Sites 
by Hospital Market Area 

Broome County, February 1995 

Hospital Outpatient Departments 

+ Multipurpose 

* Family Planning Clinics 

+ 

Primary care facilities provide services in both of the Hospital Market Areas 
in Broome County. 
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Care Facility Sites: 
by Hospital Market Area 

Dutchess County,February 1995 

* Family Planning Clinics 

Primary care facilities provide services in all 4 of the Hospital Market Areas 
in Dutchess County. 



Primary Care Facility Sites 
by Hospital Market Area 

Erie County,February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

L I-

Primary care facilities provide services in all 10 of the Hospital Market Areas 
in Erie County. 
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Primary Care Facility Sites 
by Hospital Market Area 

Monroe County, February 1995 

. 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 
I 

Primary care facilities provide services in all 11 of the Hospital Market Areas 
in Monroe County. 

I 




Primary Care Facility Sites 
by Hospital Market Area 

Nassau County, February 1995 

3, 	 Primary care facilities provide services in all 11 of the Hospital Market Areas 
in Nassau County. 



Primary Care Facility Sites 
by Hospital Market Area 

Niagara County, February 1995 

I 
Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in all 6 of the Hospital Market Areas 
in Niagara County. 



Primary Care Facility Sites 
by Hospital Market Area 

Oneida County, February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in both of the Hospital Market Areas 
in Oneida County. 



Primary Case Facility Sites 
by Hospital Market Area 

Onondaga County,February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

Family Planning Clinics 

Primary care facilities provide services in all 4 of the Hospital Market Areas 
in Onondaga County. 



Primary Care Facility Sites 
by Hospital Market Area 

Orange County, February 1995 

Hospital OutpatientDepartments 

+ Multipurpose Clinics 

Family Planning Clinics 

Primary care facilities provide services in all 6 of the Hospital Market Areas 
in Orange County. 



Primary Care Facility Sites 
by Hospital Market Area 

Suffolk County, February 1995 

Hospital OutpatientDepartments 

+ MultipurposeClinics 

* Family Planning Clinics 

Primary care facilities provide services in all 11 of the Hospital Market Areas 
in Suffolk County. 

! 



Primary Care Facility Sites 
by Hospital Market Area 

County,February 1995 

I 

Primary care facilities provide services in all 3 of the Hospital Market Areas 
in Rockland County. 



Primary Care Facility Sites 
by Hospital Market Area 

Westchester County, February 1995 

Hospital Outpatient Departments 

+ Multipurpose Clinics 

* Family Planning Clinics 

Primary care facilities provide services in all 11 of the Hospital Market Areas 
in Westchester County. 



MA Eligibles Targeted for Managed Care, New York State, 
In Counties WherePhysician Capacity is Adequate 

Adequate Percent of 
MD Capacity Statewide Statewide 

Currently Enrolled 
Total Enrolled by 7/96 
TotalEnrolled after 7/96 

466,772 494,503 94% 
1,665,665 1,804,014 92% 
2,379,446 1,049 90% 

Of the nearly 495,000 already enrolled in Medicaid managed care programs, 94 percent, 
or about 470,000, live in counties with adequate primary care capacity more than 
about 53 primary care physicians per 100,000). Of the 1.8 million to be enrolled by July 
1996, about 92 percent, or 1.7 million, live in counties with adequate primary care 
capacity. 



Primary Care Physicians Per 100,000 Population 
by Zip Code 

City of Albany, February 1995 

73.7 and Higher
64.8 to 73.6 
52.9 to 64.7 
Lessthan 52.9 

~ 

o 	 The number of primary care physicians in Albany County per 100,000 persons is 84.2 which exceeds the 
New York Statemanaged care service delivery network requirement range of 52.9 to 64.7 per 100,000. 



Primary Care Physicians Per 100,000 Population 
by Zip Code 

City of Buffalo, February 1995 

~ ~~ 

I..........

Physicians per 100,000 Population 
73.7 and Higher 
64.8 to 73.6 
52.9 to64.7 
Less than 52.9 

o 	 Thenumber of primary care physicians in Erie Countyper 100,000persons is 63.6 which falls within the 
New Yorkmanaged care service deliverynetwork requirement range of 52.9 to 64.7 per 100,000. 



Primary Care Physicians Per 100,000 Population 
by Zip Code 

City of Syracuse, February 1995 

o 	 The number of primary care physiciansin Onondaga County per 100,000persons is 68.1 which exceeds the 
New York State managed care service delivery network requirement range of 52.9 to 64.7 per 100,000. 



Primary Care Physicians Per 100,000 Population 
by Zip Code 

City of Rochester, February 1995 

73.7 and Higher 

o 	 The number of primary care physicians in Monroe Countyper 100,000persons is 75.2 which exceeds the 
New York State managed care service delivery networkrequirement range of 52.9 to 64.7 per 100,000. 



Primary Care Physicians Per 100,000 Population 

by Zip Code 


~ 

City of Yonkers, February 1995 


Physicians per 100,000 Population 
73.7 and Higher 
64.8 to 73.6 
52.9 to 64.7 
Lessthan 52.9 



Primary Care Physicians Per 100,000 Population by 
Health Agency Neighborhood 

New York City, February 1995 

Number of Primary Care MD's per 100,000 
73.7 and Higher (30) 
64.8 to 73.6 
52.9t064.7 
Lessthan 52.9 (20) 

o 	 The New York Statemanaged care service delivery network requirement range of 52.9 to 64.7primary care 
physicians per 100,000 persons is exceeded in each of the fiveboroughs of New York City as follows: 

o New York 

o Bronx 

o Kings 

o Queens 

o Richmond 

o 	 Of the 58 neighborhoods in New York City, 38 or 66% have a physician to population ratio which meets 
or exceeds the New York State managed care service delivery network requirement range. 

o 	 All of the neighborhoods that are below the managed care service delivery network requirement range 
are adjacent to neighborhoods which meet or exceed the range. 



Number of Primary Care MD's per 100,000 

by Upstate Urban Counties 


Number of Primary Care MD's per 100,000 
73.7 and Higher 

73.6 
52.9 to 64.7 
Less than 52.9 

o Of the 13 non-New York City urban counties, 10 meet the minimum service delivery network requirement. 



Number of Primary Care MD's per 100,000 

by Upstate Rural Counties 


I 

OT 

-

o Of the 44 rural counties, 17 meet minimum delivery network requirement. 



of 2 ,  1995 
By County and By Profession 

Physician
Pract i t ioner  

County
T o t a l  

BRONX 

CAYUGA 
CHAUTAUQUA 

65 
11 
85 
72 

7 
30 
14 
29 
13 
19 

103 
6 

162 
23 

5 
10 

8 
8 
9 

11 

168 
17 

247 
95 
12 
40 
22 
37 
22 
30 

COLUMBIA 

DELAWARE 
DUTCHESS 
ERIE 
ESSEX 

-SEE 

12 
17 

6 
50 

342 
5 
3 
7 

20 
6 

19 
11 
11 
41 
78 
21 
13 

4 
11 

6 

31 
28 
17 
91 

420 
26 
16 
11 
31 
12 

KINGS 
LEWIS 

MADISON 
MONROE 

0 
9 

33 
131 

1 
16 
28 

388 
8 

186 

2 
11 
29 

301 
2 

10 
22 

174 
7 

27 1 

2 
20 
62 

432 
3 

26 
50 

562 
15 

457 

YORK 
NIAGARA 
OUEIDA 
ON

261 
36 

106 
328 

35 
47 

4 
42 
22 
21 

192 
8 

26 
66 
21 
20 

3 
7 

30 
9 

45 3 
44 

132 
394 

56 
67 

7 
49 
52 
30 

W-CE 

112 
25 
36 
52 
40 
35 
33 

6 
2 
1 

286 
37 

107 
23 
21 
60 
58 

8 
4 

10 

398 
62 

143 
75 
61 
95 
91 
14 

6 
11 

ULSTER 

WESTCHESTER 

20 
438 

9 
17 
40 
24 

9 

25 
215 

9 
11 

18 
264 

7 
4 

17 
33 
26 
10 
17 

143 
6 
1 

38 
702 

16 
21 
57 
57 
35 
15 
42 

358 
15 
12 

3679 2931 6610 



NEW YORK STATE RURAL HEALTH NETWORK PROGRAM 

A STRATEGY TO IMPLEMENT MANAGED CARE IN RURAL NEW YORK 


The federal section 1115 waiver for increasing Medicaid enrollments in managed care 
creates a significant challenge for most rural areas. Based on the waiver concept paper, 12 of 
New York’s 44 rural counties may meet the criteria for exemptions from enrolling their 
Medicaid eligibles in fully capitated managed care plans and an additional thirteen others 
have primary care physician to population ratios of less than 45 per significantly 
lower than the New York State-specified Medicaid managed care service delivery network 
requirement range of 53 to 65) (see attached table). 

The State’s strategy to increase enrollment levels in Medicaid managed care in rural 
areas will be to facilitate the efforts of counties to identify local providers and managed care 
plans in which medicaid recipients can be enrolled. ”his facilitation will be accomplished by 
helping to convene appropriate state and local interest groups that individually or in 
collaboration have the capacity to develop or participate in managed care plans. Facilitation 
will also be provided through direct technical assistance by helping complete risk analyses, 
initiating start-up and setting up needed monitoring and information systems. To the extent 
possible, the strategy will give priority to the development of managed care capacities through 
locally organized networks to enable maximum maintenance of local direction (governance) 
and operation of rural health care delivery systems. The strategy will be completed within a 
two year period and will result in 32 counties achieving targeted enrollment levels 
through fully capitated managed care programs and 12 counties achieving targeted 
enrollments through partial capitation or physician case management approaches. 
During the first year under the 1115 waiver the State’s efforts will be targeted on 32 rural 
counties 23 of which are participating in the 17 networks funded under the Department of 
Health’s Rural Health Network Development Program. The second year will expand efforts 
into the remaining 12 smaller rural counties. 

The strategy will build on the current efforts of the Department of Health and its Rural 
Health Council to respond to the challenges facing rural communities and providers. The 
Department and Council are pursuing a multi-faceted agenda to promote the formation and 
operation of rural health networks. One aspect of this agenda is to foster the development of 
finance and reimbursement approaches that will better support the operation of integrated 
health care delivery systems that have a capacity to participate in managed care systems. As 
a starting point for implementing a rural Medicaid managed care enrollment strategy, the 
Rural Health Council, at its February 9, 1995 meeting, formally endorsed this direction and 
conveyed their interest in playing a role to achieve greater levels of managed care in rural 
areas to Commissioner DeBuono. 

The first step of the strategy will be to modify the overall goals of the Department’s 
Rural Health Network Development Program to include a specific focus on the development 
of Medicaid managed care capacities. This new priority will be communicated to all current 
contractors under the network program at the time of submission of the 1115 waiver and all 
future contracts will require that the networks place greater emphasis on increasing Medicaid 
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managed care capacities within their service areas. All current contracts will be up for 
renewal by October 1, 1995. 

The Department of Health, through its Office of Rural Health, and in conjunction with 
the Rural Health Council will seek the voluntary participation of managed care plans, provider 
associations, employers, labor, county governments, networks and other private and public 
sector interest groups in this effort. The State level component of the strategy will entail 
convening a series of statewide meetings during April, May and June to enroll interested 
parties in helping to achieve the Medicaid managed care goals in rural areas. At a minimum 
this will involve the New York State Medical Society, the Healthcare Association of New 
York State, the Community Health Care Association of New York State, the New York State 
Association of County Health Officers, the New York State Business Council, the State HMO 
Conference, the New York Conference of Blue Cross and Blue Shield Plans, and all managed 
care plans currently serving Medicaid recipients in New York State. Interested groups will be 
requested to assist in designing a more targeted effort in the 32 selected rural counties of the 
state during the months of July and August. This will be followed by a series of information 
sessions co-sponsored by the State and County Departments of Social Services during August 
and September with the 17 networks (covering 23 of the target counties), as well as the nine 
other rural counties targeted for increasing enrollment in full capitation managed care plans. 
These sessions will serve to describe the extent of interest and technical assistance that will 
be made available to networks and counties to help them develop increased capacities for 
enrolling Medicaid clients in managed care programs. 

The Department of Health’s Rural Health Network Development Initiative provides 
$1.0 million annually in grant funding to support the planning and implementation of 
networks. Seventeen grant awards have been made to rural communities and providers in 
Upstate New York to assist them in their efforts to improve access to a range of quality 
health care services (see attached map). The grants support activities in twenty-three of New 
York’s rural counties and serve over two million residents (see attached map). The grant 
recipients are developing and implementing rural health networks that will help rural 
communities to maintain local health care. Network provider participants vary from network 
to network, but in general they include hospitals, emergency medical services, primary care 
providers including community health centers, rural health clinics or federally qualified health 
centers and local public health agencies. We believe these networks offer a natural venue for 
the Department as it moves to implement Medicaid Managed Care programs throughout rural 

Medicaid eligibles ofNew York. These 23 counties whichhave almost 16,300 (10.2 
percent) are enrolled in full capitation managed care plans. The 1115 waiver has targeted 
enrollment levels in these counties to increase to 78,700 requiring increased enrollment of 
62,400. 

The local component of the strategy to increase the enrollment of Medicaid clients in 
managed care will involve two approaches. In the eleven network counties that must enroll 
their Medicaid population in fully capitated plans, participating providers in the networks will 
be encouraged to work with the existing or other identified managed care plans to identify 
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strategies for increasing enrollment levels. This may involve the network entering into an 
arrangement with one or more managed care plans, if they are sufficiently organized to do so 
or it may involve some of its participating providers entering into individual agreements with 
the plans. This approach will also be pursued in the eight other counties that are not involved 
in the Department’s Network Program that must enroll their Medicaid recipients in full 
capitation plans. The second approach will involve those network counties that may meet the 
criteria for exemption from the full capitation of the 1115 waiver. To the extent 
possible, these counties and their participating providers will first be encouraged to work with 
existing or other identified managed care plans to increase enrollment levels in full capitation 
plans. However, in those instances where this is not feasible, direct technical assistance will 
be provided to help the network, if it is sufficiently organized or if not, its individual 
providers, to enter into partial capitation or physician case management arrangements to 
increase enrollment levels. The main focus of the technical assistance will be on assessing 
the level of risk being assumed by the networks their and designing 
capacities to minimize that risk. 

This strategy will require the development of a state level multi-agency task force that 
is dedicated to providing direct technical assistance to rural communities and providers. Staff 
from the Departments of Health, Social Services, Office of Mental Health, Office of Mental 
Retardation and Developmental Disabilities and Office of Alcohol and Substance Abuse 
Services will need to be assigned responsibilities for working as part of a state technical 
assistance team. In addition, it will require dedicated funding to support the continued 
development of networks that have the capacity to provide managed care. During year one, 
the existing Rural Health Network Development Program will provide sufficient support for 
efforts targeted at the first 17 sites. However, since the network program will sunset with 
NYPHRM V, in year two a dedicated funding source will need to be identified. 
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New Y-

Full MedicaidManaged Care Counties 

County 

Chautauqua' 
Chenango' 
Clinton 
Columbia 
Delaware 

Livingston' 
Madison' 

Ontario 

Oswego' 

Putnam 

Lawrence 
Saratoga 

Schoharie' 
Seneca' 
Sullivan 
Ulster 
Warren 
Washington' 
Wayne' 
Wyoming' 
Yates 

Total 

Eligible' 

10159 
20997 
6302 

6674 

4566 
315 

6339 
5276 
5122 
5706 

4745 
f

2269 
14707 
15398 
9802 
13362 
3107 
2587 
8935 

4992 
5704 
6969 
3067 
2419 

235517 

inManagedCare* 

0 

0 
1005 
1367 
932 
861 
23 

0 

202 
558 
759 
714 
0 
0 

969 
519 
4473 
379 
1298 
3109 
310 
197 
796 
3587 
1119 
1085 
396 
0 

159 

Percent Enrolled 
inMedicaid Managed Care 

0.00% 
4.40% 
0.00% 
11.11% 
23.68% 
18.40% 

0.52% 
23.59% 
0.00% 
14.73% 
3.83% 
10.89% 
13.30% 

0.00% 
0.00% 
19.24% 
22.87% 
30.41% 
2.46% 
13.24% 

9.98% 
7.61
8.91
23.21% 
22.42% 
19.02% 

0.00% 

11.79% 

Total 
HMO Penetration" 

25% 

15% 

15% 
23% 
21% 
20% 
16% 
15% 
52% 
12% 

16% 
14% . 
25% 
19% 
57% 
3% 
30% 
46% 
19% 
29% 
24% 

29% 
29% 
57% 
23% 
19% 

Section 1115 
Waiver 

9827 
2902 
4142 
2675 
2339 
3063 
2051 
2120 
142 

2910 
2472 
2348 
2609 
3202 
2203 
6704 
2293 
1033 
6861 
7143 

6221 
1425 
1189 
4099 
7163 
2270 
2648 
3252 
1405 
1112 

108974 
I 

'Counties than 45 per 

CountiesWhere PartialCapitation or Fee For Service May Be Allowed 

County Medicaid MedicaidEnrolled Percent Enrolled PercentTotal 
Eligible' InManaged inMedicaidManaged Care HMO Penetration" 

7637 728 9.53% 3% 
0 0.00% 2% 

11968 38.00% 
5117 0 3%d

Franklin 6297 457 7.26% 9% 
0.00% 

Lewis 2931 0 0.00% 
2363 
12145 

0 
0 

0.00% 
0.00% 

0% 

4669 0 
0 

0.00% 
0.00% 

4% 
2% 

4606 0 0.00% 

Grand 321091 33501 10.43% 

Section 1115 
Waiver Target-

3579 
3684 
5554 
2367 
2137 
2914 
5999 
1341 

3211 

39706 
148680 

I 
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AIDS AND 

Medicaid AIDS and Provider Maps, By Region, New York State, 1995. 

The following maps display the locations and range of providers certified by the New York 
State Department of Health's AIDS Institute (AI) to provide care to persons with 
Certified providers are those meting the performance standards and using the clinical guidelines 
developed by the AI. COBRA providers offer community-based case management services. 

New York City Health and Hospital Corporation (HHC) hospitals have not yet been certified 
by the AI. However, they included on themaps because they provide a substantial amount of care 
to those with 

Estimatesof Number of Persons with AIDS 

Thenumber of AIDS cases shown for each county is the cumulative total reported over time 
to the AIDS Registry. The registry excludes those who are positive but who do not yet have 
an AIDS diagnosis. Registry cases are periodically matched to death certificates in order to 
differentiate those who are still alive from those who have died. Those who have died are then 
removed from the registry. However, the numbers on the maps include persons who have died. 

because zipAdditionally,the numbers shown on the codesmaps are with low 
numbers of cases have been censored. Total cumulative cases shown statewide is 78,500. About 
2,900 cases are excluded from censored zip codes, for a cumulative total of 81,400 cases reported 
to the AIDS Registry as of September 30,1994. 
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ESTIMATED MENTALHEALTH 
ICAID TIENT 

BY OF REGION 

REGION 

Western 

ADULT YOUTH' 

13 6 
Central 
Hudson River 
New York City
Long Island 

I 3 

33 20 
26 0 
279 53 
59 19 

Statewide Total 410 97 
O/O Unmet Need 1 1 %  

I I 

3 


I I 
Total Medicaid Need 

3896 328 

Percent Medicaid 
Need Met 89% 70% 

Acute Inpatient Adult - Approximately ninety percent of the Medicaid bed need 
has been met for the adult inpatient population. Of the estimated statewide Medicaid 
unmet need of 410 beds, 280 (65%) of those beds are needed for the New York City 
area. The balance of the Medicaid unrnet need is distributed throughout the four 
remaining regions. Expansion of Article 28 hospital psychiatric beds is anticipated to 
to meet this statewide Medicaid unrnet need. 

-Youth Approximately 70%Acute Children of the Medicaid bed need has been 
met for the children and youth population. Of the estimated statewide Medicaid 
unmet need of 95 beds 55 ( 57%) of those beds are needed for the New York City 
area. The balance of the unmet need is distributed throughout the four remaining
regions. Expansion of Article 28 hospital psychiatric beds is anticipated to meet this 
statewide Medicaid unrnet need. 



ESTIMATED MENTALHEALTH 
TNEED (SLOTS!- D TIENT 

CON-
DAY PSYCHIATRIC PARTIAL 

REGION TREATMENT REHAB.

Western 185 39 106 
Central 356 52 140 
Hudson River 335 47 103 
New York City 1061 236 485 

538 1 

Statewide Total 2475 374 835 
O/O Unmet Need 20% 

Total Medicaid Need 
care 12492 

Percent Medicaid 
Need Met 80% 

1515 1542 


75% 46% 


Continuing Day Treatment and Intensive Psychiatric RehabilitationTraining have 
80% and 75% of their statewide Medicaid need met. The estimated Medicaid unmet 
need, 2,475 slots continuing day treatment and 375 slots intensive psychiatric rehab
ilitation training, is expected to be satisfied as pipeline and converting programs
become liscensed under OMH Part 587 regulations. 

Proportionally, Partial Hospitalization has the highest Medicaid unmet need of 55% 
or 835 slots. A relatively new program which was started in 1991, the program offers 
alternative to acute care hospitalization. The program is currently under continued 
development in the needed regions. 



/ 




VETERANS HEALTH CARE 


MANAGING CARE FOR N Y ’ S  MEDICAID ELIGIBLE VETERANS 


I. Veterans in New York 

New York State is home to 1.69million veterans, the fourth largest contingent in the nation. 
Including dependents, it is estimated that New York‘s veteran community numbers nearly 5 
million. Although the veteran population is expected to decline over the decade, the number of 
veterans over 65 years of age will increase as will the percentage of minority and women 
veterans. 

Resources for Veterans’ Care: U.S. Department of Veterans Affairs 

A. Facilities - There are 12 VA Medical Centers (VAMCs) serving New York’s veterans, 
more facilities than any other state. They provide significant plant capacity, with facilities in 
rural and inner city locations and range from small community based clinics to large tertiary and 
specialty care medical centers with several hundred beds. The VA health care system averages 
4,800operating hospital beds, which include: 2,700medical, 1,500psychiatric and surgical 
beds. The VA also operates a Vet Center Program at 12 community-based locations throughout 
the State. 

B. Health Care Personnel - The VA employs an estimated directly and another 
indirectly, including 1,150physician, 5,500nursing and 85 dentist full-time employee 

equivalents. 

VA Services 

VA’s scope of services ranges from primary to long term care. During 1993,over 
veterans were acuteprovided health care by the VA. Its specialty services include: 

and long term psychiatric care, substance abuse treatment, hospital based home care, nursing and 

domiciliary care, hospice and respite services, cancer treatment, spinal cord injury services and 

prosthetic services. Many of VA’s diagnostic and treatment services, such as radiation therapy 


are offered toand community health care providers through sharing agreements. 

The Vet Centers provide readjustment counseling to veterans who are experiencing problems 

related to their having served in the military and to engage in community activities that will be 

of benefit to veterans. 


.



Medicaid Eligible Veterans 

A. Preliminary Estimates - Data identifying the number of veterans on Medicaid in New 
York State do not exist. Therefore, preliminary estimates were developed using veteran income 
data by family size and comparing it to net income standards for Medicaid eligibility. It is 
estimated that at least veterans, or 5% of the veteran population, living in New York State 
meet the income guidelines for Medicaid eligibility. It should be noted that other Medicaid 
eligibility standards may result in qualifying additional veterans for medicaid. Therefore, it is 
assumed the numbers in this table are conservatively low. 

Since the data to determine Medicaid eligibility was from veterans with reported incomes, 
those whose income is not reported would also add to the number of Medicaid eligible. For 
example, it is estimated that 30% of the homeless and 40% of homeless males are veterans. The 
VA estimates that there are homeless veterans in New York City. Due to the nature of 
homelessness, it would be safe to assume that this group would largely be Medicaid eligible. 

B. Continued Information Gathering - Work is continuing with the VA and other State 
agencies to get a better idea of the number of Medicaid eligible veterans. 

V. risk medicaid veterans are seen at the VA 

Some 58% of New York’s veterans have private health insurance coverage, 38% are publicly 
insured with and 7% are uninsured. Approximately 14% of New York’s 
veterans use the U.S. Department of Veterans Affairs (VA) health care system. Those who do 
are poorer, sicker and have special needs. They have high rates of mental health 
alcoholism and substance abuse and their disabilities are more severe. 

The VA does not collect data on the Medicaid status of all of the veterans it serves. 
However, data for those who self-reported being on Medicaid was compiled and with 10 of the 
12 VAMCs reporting, 4,493 veterans served reported being on medicaid. This number is also 
conservatively low because it is self-reported. 

VI. VA is interested in Medicaid Managed Care. 

To improve veteran access to VA care, the Department of Health (DOH) has begun talks 
with the VA in New York concerning its capacities for participating in managed care for those 
veterans eligible for Medicaid and the general Medicaid population. 

The VA is interested in participating in the State’s planning for managed cafe and developing 
shared services agreements with the State and community providers. The VA believes it can be 
competitive with the private sector from both quality and cost of care perspectives. 

It has been suggested that this process begin with three VA medical centers in New York 
City and two or three Upstate. 



A four-level to VA's Medicaid Managed Care. 

Reimbursement would be arranged the following ways: 

- For the level of veterans eligible for medicaid and currently using the VA: no Medicaid dollars. 

- For Medicaid eligible veterans who are not being treated by the VA and fall in the VA's "high 
priority" treatment categories: a negotiated Medicaid payment arrangement with the VA be 
worked out at a rate lower than the full capitation rate to account for the VA's responsibilities. 

- For Medicaid eligible veterans who are not being treated by the VA, and fall into VA 
priority" care categories: a capitation payment arrangement with the VA for services. 

- For the general, non-veteran Medicaid population: a full capitated payment be arranged with 
VA hospitals that are interested and have the sufficient capacity. 

Under all of these arrangements, VA may develop agreements with other providers for 
services not available from the VA. 

Limitations 

- VA has finite resources a railable. 


- VA has legal obligations veterans.for care, such as priority care for 


- VA's participation can vary based upon individual medical center capacities. 

- VA may not be authorized to serve the general Medicaid population (non-veterans). 

- Individual VAMCs have not been authorized to re-invest revenue for capacity development. 

- Veterans are often confused about who is actually eligible for VA care. 

- Veterans cross-utilize systems (VA, Medicaid, Medicare, Dept. of Defense and private 

-


insurers) making it difficult for VA to manage care. 
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APPENDIX 2 

CRITERIAFOR DETERMINING SERIOUS AND PERSISTENT 
SERIOUSMENTAL ILLNESS EMOTIONAL,
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APPENDIX 

FOR SEVERE AND PERSISTENT 
MENTAL ILLNESSAMONG ADULTS 

To be an adult diagnosed with severe and persistent mental illness A must be met. In addition, 
B or C or D must be met: 

A. Designated Mental Illness Diagnosis 

The individual is 18 years of age or older and currently meets the criteriafor a DSM-IV psychiatric 
diagnosis other thanalcohol or drug delirium, dementia, and
amnestic and other cognitive disorders developmental 
disabilities 3 3 or other conditionsthat may be a focus of clinical attention 

16.- 995.q and ICD-10 categories and that do 
not have an equivalent in DSM-IV are also not included asdesignated mental illness

B. 	 SSIor SSDIEnrollment due to Mental Illness 
The individual is currently enrolled in SSIor SSDI due toa designated mental illness. 

OR 


C. Extended Impairment Functioning due to Mental Illness 

The individual mustmeet 1or 2 below: 
1. 	 The individual has experiencedtwo of the followingfour functional limitations due to a 

designated mental illnessOver thepast 12 months on a or intermittent 

a. Marked in (personalhygiene; diet; clothing avoiding injuries; 
securing health careor complying with medical advice). 

b. Marked restriction of activities of daily living (maintaininga residence; using 
transportation; day-today money management; communityservices). 

C. Marked in maintaining social (establishingand maintaining 
social relationships; interpersonal interactions with primary partner,children, other 
family members, friends, neighbors; social skills; with socialnorms; 
appropriateuse of leisure time). 

d. Frequent deficiencies of concentration, persistence or pace resulting in failure to 
complete tasksin a timely manner in work, home, or school settings (ability to complete
taskscommonly found in work settings or in structured activitiesthat take place in home 
or school settings; individuals may exhibit limitations in these areas when they 
repeatedly are unable to complete simple taskswithin an establishedtime period, make 
frequent errors or tasks,or require assistance in the completion of tasks). 

' Inclusion of mental disorders due to a general medical condition 3 3
in the definition of designated mental illness is currently being reviewed by OMH. 

1 



2. 	 The individual has met criteria for ratingsof 50 or less on the GlobalAssessment of Functioning 
Scale (AxisV of DSM-IV due to a designated mental illness over the past twelve months on a continuos 
or intermittentbasis. 

OR 


D. Reliance on Psychiatric Treatment,Rehabilitation, and Supports 
A documented history shows that the individual, at some prior time, met the threshold for C 

(above), but symptoms functioningproblems are currently attenuated by medication or psychiatric 
rehabilitation and supports. Medication to psychotropic medicationswhich may control certain 
primary manifestations of mental disorder, hallucinations, but may or may not functional 
limitations imposedby the mental disorder. Psychiatric rehabilitation and supportsrefer to highly 

and supportive settingswhich may greatly reduce the demands placed on the individual and, 
symptoms andthereby, minimize signs of the underlying mental disorder. 



APPENDIX 2B 

CRITERIA FOR SERIOUS EMOTIONAL DISTURBANCE 


AMONG ADOLESCENTS 


To be considered a child or adolescent with serious emotional A must be met. In addition, B 
or C must be met: 

A. Designated Emotional Diagnosis 

The youngster younger than 18years of age and currently meet the criteria for a DSM-IV 
psychiatric diagnosis other thanalcohol or drug disorders delirium, 
dementia, and amnestic and other cognitive disorders developmental 
disabilities (299.q or other conditions that may be a focus of attention 
(3 16.q 995.q and categories and that do 
not have an equivalent in DSM-IV are also not included as designated mental illnessdiagnoses. 

B. Extended Impairment in Functioning due to Emotional Disturbance 

The youngster must meet 1 and 2below: 
1. The youngster has experienced functional limitations due to emotional disturbance Over the past 
12months on a continuous or intermittent basis. The functional problems must be at least moderate in at 
least two the following or severe in at least one of the 

a. (personalhygiene; obtainingand eating food; dressing avoiding injuries).
b. 	 Family life (capacity to live in a family or family-like relationships with 

parents or substituteparents, siblings, and other relatives; behavior in family setting). 
C. 	 Social relationships (establishing and maintaining friendships; interpersonal 

interactions with peers,neighbors, and other adults; social skills;compliance with social 
norms; plan and appropriate use of leisure time). 

d. 	 (ability to sustain focused attention for long enough periods of 
time to permit completion of tasks,behavioral appropriate 
judgment and value systems; decision-makingability). 

e. 	 Learning ability (school achievement and attendance; receptive and expressive 
language; relationships with teachers; behavior in school). 

2. 	 The youngster has met criteria for ratings of 50or less on the Children's Global Assessment 
Scale (CGAS) due to emotional disturbance for the past 12 months on a continuous or 
intennittent 

OR 


Inclusion of mental disorders due to a general medical condition 3 3
in the definition of designated mental illness currently being reviewed by 

OMH. 
It is intended that the clinician asses the youngster's functioningin at least thesefive domains in 

considerationof assigning a single rating on the CGAS. 
While the CGAS is recommended, ratings of 50or less on the Global Assessment of Functioning Scale 

(AxisV of may be substituted, The CGAS is described in D.et al. (1983)"A Children's 
Global Assessment Scale (CGAS)." Archives of General Psychiatry 40:1228-1231. 
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C. Current Impairment in Functioning with Severe Symptoms 

The youngster must meet 1 and 2 below: 
The youngster currently meets criteria for a rating of 50 or less on the Children’s Global 

Assessment Scale (CGAS) due to emotional 
2. The youngster must have experienced at least one of thefollowing within the past 30 days: 

a. Serious suicidal symptoms or other We-threatening , behaviors. 
b. psychotic symptoms (hallucinations, delusions, bizarre behavior). 
C. 	 Behavior by emotional that placed the youngster at risk of causing 

or significant propertypersonal damage. 

I 

4 



3 


CHARTS FOR 

THE NEW YORK STATE DEPARTMENTS SOCIALOF HEALTH SERVICES 




I 

New York State Department Health 

Office 
of the 

Commissioner 

NewYork State 
Task Force 

on Life 
and the Law 

Division 
of 

Legal 
Affairs 

I 

School of 
Public Health 

Planning,Policy 
and Resource Minority Quality 

Health 
I I 

Public Affairs

Office 
of 

Public 
Health 

Office of 
Health 

Systems 
Management 

Institutional 
Management 

Group 

Division of 
Administration 

I 

Health Care 
Financing 

Care 
Systems I 

Facility
Planning 

Helen Hayes 
Hospital

Center for 
Community 

Health i 

Center for 
Environmental

Health Cancer 
Institute 

! 
AIDS Institute 

i 

Veterans' 
Home at 
Oxford 

Veterans' 
Home at 

Albans 

I / 

t 

3 



8 


d 

I 

E

f 

8

-



APPENDIX 4 


IMPLEMENTATION 





8
0 


09 

Y.. EPI 

a 
0 E

h e 
PI 

E
0a 

Y .-. 
0 

0 
0 

E
d E 	 E

0.-..-. 
0 

0 .-. .-. 
E a 

0 a .-. 
a 
0 0 

.. .... .. . .  .. .. .. . .  .. 



0 

..
E 
Y 

* 
a 

a-
0

E
0 

0 

3 
a

a

0a 
0 a

9 
a

0 
3
0 a 

a
9 

a
9 
3

9 
a
0 

.. .. ..

3 

-

E
E 

.. 



.I 

m 
.I E

0
VI ..I

E 
..I

0 

E s 
0 a 
.I 

a 
0 

4) 3 '5  Ea 0 
0 

E m 0 3 
.I 

3 m 
a .c-. 3 Ea 

E a 

E E 
0 

a 
E 0 

c 
E a
E

..I 0 
Y a E3 a 4 1 aE E 
VI 
..I .-. a 

I a E 
a a 3 a aa 
0 8 ..I 

0 

9)

.. 

I 

a 


E 
8 



a 
0 9 

3 

E
0 
eL a 
E 

3 
8 
a0 3 

0 -
ld 3 

I 

E a a 




0 

L 

E, 

0 

E
d 


E 
E 

8

3 


* 



3 

0 

a Y 

E
3 


.-
VI

3 


3 


E 

VI 
VI 



0 

.I 

sa
.I
.I 

E
.I 


8

0
e 


0 


E
0 

o
a 


E 

o 8 3
0

E 0 

.I


0 

.Ee 

4 



E 

m 

E
a


a
0 

3 a
E 
E 
a


3 




m 

0 


.I


.I 


a

.I 


d


0 

E 

t 	 0
0I 

E 9

E 
0 0 

EE E
0 E E 
E
0 E 8 x 0 ' 5  > 

0 a a
'E E 

0 

9 a a 0 ..# a 02 a I9 A a a a0C 9

3 E 
E a 

0 , 

0
3 P 



.I 

e
0a 
0

L e 

am 
.I 

L e 

E 

..

0

a2 -
8

a
0 

a 

a 

0 
a
0 

.-. 

m



r 

8 
O


3 

.I


0


L 


E 

0 


a a 


.I 


Y	

e 
E
0 


a


L 

4 

E 



I 


E 
E
0 
lea 

a 

0

4)> 
4)

3 
Ya 

I 

L

i 

le

3 
Y 

0 

E
0 

E 

3 

0 

4 
E
0

a

H 
E 

i
! 



.I 

e 
Y 

e

t


I a 
a

Y .-a
3 
I a

0 

a 
0 

.I 

0 


e a
0* 
a 

.I 


a 

8 

h 



m 

I 

e 
0 

8 
I 

Y 

0 

0 

I 

8 a 

0 


m 

0a 
a

0 a 

3 0 
d 

a 
a 
9 0 

a 
Ya

3 3 
a E E >

a 3 

c 
9 

a
'E 

E
Y 

0a 0 x 
a 

a a 

E 
1 
8 0 



.I 
Ye


0

E 

Ye 


.I

0 

0 

I 	

.I

a


a
0 9

3a a2E 
8 
U 

C 

m 
3 

8 

a 

E 
0 

3 

a 

a2 

0 

m 
a 

3 

8 

8 

m 

8 
E

!? 

E a a
0 

0 a 
a e 

W 

8 

E 
'5  

9 
0 

3 

da 	
X 
0


E
E 
8 

a

I 

a P
m 



.I

Y e 

Y e 
0 

8
E 

.I 

0 


* 
.I
.I 

E 


E e

.I 

I 

E

E




0 

e 
m 

E 
C
0 


a

'5  

a 


P 

* 

a2 	

E 
..I 

a

0 


0 

a 


.. 

.



a 

.E" 

3 


-


8 

a 


e
E 

a 

M 
E 
.I



a 

E 



a
-0 

3

.E" 

3 

a2

E 
0 


0


a

9 

1 

0 

3 0 

0 


a2a 

C
a2 


0 



0

4)

.I

a 

0

0

E 8 

8
E

a2 

4 
E
0 

8 a

a 


0-
a 


0 

m 


a2 


a

0 




E 
a

n a 
a
9

3

'E 
I
8 
0a

a 

E 
.-a 

E
0 

0 '5E 
a

a
0 

a 

6 

E
8a 

0 

aa
a a

a
0 

a 
0 -



> 

0 

4
E 

8

." 
E
0

n 

0

E
3 

a
E - .

a

E ."
a 
8 0 a 

V

0 

E 

E
0
E
0 

E

h0 

e a a
m

8
X 9 

0a 

a 
f a

a
b
0 

E." 

a 0 
I a

E 
s 

to 

8

E W 

e 
0 

a
0

to 

E ." 



0 
rn 

0 


rn

e a 


V 



a

9 

a

9




i 




APPENDIX 5 


DETAILED COSTCASELOAD TABLES 


! 




Appendix 

CASELOAD GROWTH 



ADULTS 
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MONTHLY CASELOAD GROWTH 
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ALLOCATION PERCENTAGE 
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PROJECTEDHISTORICAL, COST DATA 
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PROJECTEDHISTORICAL AGGREGATE COST DATA 
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DETAILED ADMINISTRATIVE EXPENSE 
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